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To  ensure  the  accuracy  of  the  information  in  this  report,  minor  typographical  and  editorial 
rors  have  been  corrected  since  the  report  was  submitted  to  the  Congress. 


INTRODUCTION  TO  THE  PSRO  ANNUAL  REPORT  -  FY  1977 


This  is  the  first  Annual  Report  of  the  Professional  Standards  Review  Organization  program  to 
the  Congress.  From  1973  through  1976,  the  National  Professional  Standards  Review  Council 
has  been  responsible  for  writing  annual  reports.  However,  Section  1172  of  the  Social  Security 
Act,  (a  provision  of  the  Medicare-Medicaid  Anti-Fraud  and  Abuse  Amendments  enacted  on 
October  25,  1977)  stipulates  that  the  Secretary  of  HEW  shall  submit  an  annual  report  to  the 
Congress  not  later  than  April  1,  of  1978  and  of  each  succeeding  year. 

In  compliance  with  the  legislative  requirements,  this  report  will  include  information  on  the 
administration,  impact  and  costs  of  the  PSRO  program;  the  types,  structure  and  status  of 
PSROs;  the  review  methodologies  employed;  the  number  of  health  care  institutions  and  practi- 
tioners whose  services  are  reviewed  by  PSROs;  the  number  of  beneficiaries  and  recipients  of 
health  care  services  reviewed  by  PSROs;  total  costs  incurred  to  date  under  Titles  V,  XI,  XVIII 
and  XIX,  the  results  of  program  evaluation  activities;  the  nature  and  extent  of  PSRO  service  to 
other  governmental  and/or  private  health  insurance  programs;  the  imposition  of  penalties  and 
sanctions  under  Title  XI;  and  recommendations  for  legislative  changes. 

The  submission  of  this  report  occurs  at  a  time  when  the  PSRO  is  under  considerable  scrutiny. 
A  recent  HEW  evaluation  of  the  developmental  stages  of  the  program  produced  mixed  conclu- 
sions regarding  the  aggregate  performance  of  a  relatively  small  group  of  PSROs.  The  study  did, 
however,  reveal  that  several  PSROs  were  performing  effectively  while  others  have  not  lived  up 
to  expectations.  As  a  consequence,  the  Department  has  completed  a  thorough  reexamination  of 
the  entire  PSRO  effort  and  has  developed  an  aggressive  improvement  initiative  for  the  ensuing 
years.  The  plans,  discussed  in  detail  in  this  report,  calls  for  intensive  efforts  to  improve  per- 
formance, create  more  cost  efficiencies,  deny  funds  to  substandards  PSROs,  and  conduct  con- 
tinuing evaluations.  In  addition,  this  report  contains  departmental  plans  to  work  more  inten- 
sively with  State  Medicaid  programs  to  assure  that  their  input  is  utilized  and  their  concerns  are 
addressed. 

The  Department  is  persuaded  that  the  PSRO  program  remains  a  viable  and  desirable  link  be- 
tween the  Federal  Government  and  the  nation's  physicians  in  ensuring  that  Federal  health  dol- 
lars are  utilized  only  for  necessary  and  quality  health  services.  On  the  other  hand,  continued 
funding  of  poor  performing  organizations  will  not  be  permitted.  The  Department's  strategy 
calls  for  supporting  well-performing  PSROs  providing  extensive  assistance  to  those  that  are 
average  and  replacing  the  poor  or  non-performing  organizations  with  alternate  PSROs. 

Originally,  there  were  203  PSRO  designated  areas,  but  that  number  has  been  reduced  to  195 
through  redesignations.  As  of  September,  1977,  there  were  120  Conditional  PSROs  with  review 
responsibility  for  2,600  hospitals;  and  by  December  1978,  it  is  anticipated  that  an  increased 
number  of  conditional  PSROs  will  be  performing  review  in  approximately  4,300  hospitals — or 
well  over  half  of  the  hospitals  in  the  country.  This  report  contains  additional  information  on 
the  extent  of  implementation  of  the  program. 

As  the  first  Annual  Report  by  the  Secretary  to  the  Congress,  this  report  includes  basic  back- 
ground and  historical  information  on  the  PSRO  program  that  will  not  be  necessary  in  future 
reports.  This  is  being  done  to  provide  essential  details  that  will  permit  an  overview  of  the  pro- 
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gram  and  place  it  in  historical  perspective.  Parts  One  and  Two  contain  this  background  infor- 
mation. Additional  data  and  information  on  the  growth  and  development  of  the  program  from 
June  of  1974  through  September  of  1977  can  be  found  in  Part  Two. 

Part  Three  describes  the  evaluations  of  the  PSRO  program  that  were  either  initiated  in  FY  1977 
or  begun  before  that  time  and  completed  during  the  fiscal  year  under  review.  In  additiin,  future 
evaluation  plans  are  described. 

Part  Four  is  devoted  to  details  describing  the  major  direction  of  the  program  for  FY  1978  and 
beyond.  It  includes  a  discussion  of  the  program  priorities,  basic  issues  in  today's  program,  and 
an  indepth  view  of  the  new  directions  that  have  been  designed  for  the  PSRO  program,  paying 
particular  attention  to  the  primary  objectives  of  improved  performance  and  managerial  aspects 
of  the  program.  Recommendations  for  legislative  changes  are  then  given  in  Part  Five. 
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ANNUAL  REPORT  OF  THE  PROFESSIONAL  STANDARDS 
REVIEW  ORGANIZATION 


PART  ONE 

HISTORICAL  PERSPECTIVE  AND  THE  LEGISLATION 

Establishment  of  the  Professional  Standards  Review  Organization  (PSRO)  program  was  man- 
dated by  Congress  in  the  1972  Amendments  to  the  Social  Security  Act  (PL  92-603).  Its  raison 
d'etre  was: 

"to  promote  the  effective,  efficient  and  economical  delivery  of  health  care  services 
of  proper  quality  for  which  payment  may  be  made  (in  whole  or  in  part)  under  this 
Act  and  in  recognition  of  the  interests  of  patients,  the  public,  practitioners,  and 
providers  in  improved  health  care  services,  it  is  the  purpose  of  this  part  to  assure, 
through  the  application  of  suitable  procedures  of  professional  standards  review,  that 
services  for  which  payment  may  be  made  under  the  Social  Security  Act  will  con- 
form to  appropriate  professional  standards  for  the  provision  of  health  care..."  (Sec- 
tion 1151) 

The  mandate  of  the  PSRO  program  was  clearly  given:  to  ensure  that  professional  standards  are 
maintained  in  the  provision  of  health  care  that  is  federally  financed  and  to  ensure  that  Federal 
funds  are  expended  in  the  most  economical  and  efficient  manner  possible.  Through  the  use  of 
education  and  peer  pressure,  and  ultimately  if  necessary,  the  use  of  sanctions,  PSROs  are  to 
ensure  appropriate  utilization  of  facilities;  to  assure  acceptable  professional  quality  of  care,  to 
identify  quality  and  utilization  problems;  and  to  correct  deficiencies. 

The  program  was  the  result  of  many  years  of  public  and  private  efforts  to  conduct  peer  review 
of  health  care  services  and  to  improve  the  quality  and  utilization  of  federally-financed  pro- 
grams. The  concepts  of  reviewing  health  care  practices  to  determine  the  quality  of  care  and  the 
utilization  of  services  has  evolved  in  the  country  over  a  period  of  approximately  60  years.  One 
of  the  earliest  approaches  comparable  to  PSRO  review  was  initiated  in  1954,  when  the  first  pri- 
vate medical  foundation  was  established.  Such  foundations  served  as  models  for  the  develop- 
ment of  the  PSRO  legislation. 

Significant  Federal  involvement  in  health  care  and  in  quality  assurance  began  in  1965  with  the 
passage  of  the  legislation  that  established  the  Medicare  and  Medicaid  programs.  This  legislation 
required  utilization  review  for  all  Medicare  patients.  As  the  Federal  government  became  a 
major  insurer  of  health  care  services,  it  developed  greater  interest  in  the  utilization  of  health 
care  resources  and  in  the  costs  of  providing  health  care.  In  1967,  Congress  passed  legislation 
extending  utilization  review  requirements  to  include  Medicaid  patients.  In  order  to  implement 
these  requirements,  utilization  review  committees  were  established  within  health  care  institu- 
tions or  by  medical  societies.  It  was  the  responsibility  of  these  groups  to  evaluate  the  medical 
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necessity  of  services  financed  through  Federal  health  care  programs  by  analyzing  patient  care 
in  terms  of  length  of  stay,  admissions,  and  professional  services. 

During  the  late  1960s,  experiments  with  innovative  utilization  review  systems  were  undertaken 
in  several  areas  of  the  country.  Some  of  these  were  federally  funded  and  were  known  as  Ex- 
perimental Medical  Care  Review  Organizations  (EMCROS).  A  primary  objective  of  these  pro- 
grams was  the  development  and  testing  of  objective  mechanisms  for  reviewing  medical  care. 
These  experimental  systems  proved  to  be  effective,  and  their  models  prompted  passage  of  the 
PSRO  legislation. 

Four  principles  of  peer  review  were  enunciated  in  the  1967  Health  Manpower  Commission 
Report  to  the  President,  and  formed  the  basis  for  subsequent  PSRO  legislation: 

1)  "peer  review  should  be  performed  at  the  local  level  with  professional  societies  acting  as 

sponsors  and  supervisors; 

2)  "assurance  must  be  provided  that  the  evaluation  groups  perform  their  tasks  in  an  impar- 

tial and  effective  manner; 

3)  "emphasis  should  be  placed  on  assuring  high  quality  of  performance  and  on  discovering 

and  preventing  unsatisfactory  performance;  and 

4)  "the  more  objective  the  quality  evaluation  procedures,  the  more  effective  the  review  bod- 

ies can  be.  To  enable  greater  objectivity,  there  should  be  a  substantial  program  of  re- 
search to  develop  improved  criteria  for  evaluation,  data  collection  methods  and  tech- 
niques for  analysis."  (p.  48) 

The  emphases  were  made  on  the  quality  of  care,  effective  evaluations  and  the  objective  use  of 
criteria.  Based  on  these  concepts,  legislation  was  enacted,  and  implicit  in  it  was  the  concept 
that  physicians  are  the  most  appropriate  individuals  to  assess  the  quality  of  care.  The  Senate 
Finance  Committee  Report  that  accompanied  the  passage  of  the  legislation  stated: 

"Medicine,  as  a  profession,  should  accept  the  task  of  advising  the  individual  physi- 
cian where  his  pattern  of  practice  indicates  he  is  overutilizing  hospital  or  nursing 
home  services,  overtreating  his  patients,  or  performing  unnecessary  surgery." 

Responsibilities  and  Characteristics  of  PSROs 

PSROs  carry  out  their  multiple  responsibilities  by  reviewing  admissions  to  a  health  care  facili- 
ty, certifying  the  necessity  for  continued  treatment  in  an  inpatient  facility,  reviewing  other  ex- 
tended or  costly  treatment,  conducting  medical  care  evaluation  studies,  regularly  reviewing  fa- 
cility, practitioner,  and  health  care  service  profiles  of  care,  and  utilizing  norms  and  setting  cri- 
teria for  such  review.  Within  2  years  after  full  designation,  a  PSRO  must  also  perform  ambula- 
tory care  review. 

Professional  Standards  Review  Organizations  are  required  under  law  to  possess  certain  organi- 
zational characteristics.  Until  January  1,  1978,  a  PSRO  is  required  to  be  a  nonprofit  profession- 
al association  whose  members  are  composed  solely  of  licensed  doctors  of  medicine  or  osteopa- 
thy engaged  in  the  practice  of  medicine  or  surgery  in  the  PSRO  area.  In  the  event  that  no  phy- 
sician membership  organization  can  be  found  to  carry  out  responsibilities  under  the  PSRO  pro- 
gram, Congress  provided  that  the  Secretary  of  HEW  may  designate  another  qualified,  alternate 
organization  to  assume  these  responsibilities  for  the  PSRO  area  after  January  1,  1978. 
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The  National  Professional  Standards  Review  Council  and  Statewide  Councils 

Also  contained  in  the  PSRO  legislation  were  sections  mandating  establishment  of  the  National 
Professional  Standards  Review  Council  and  Statewide  Professional  Standards  Review  Councils. 
The  National  Council  has  been  responsible  for  advising  the  Secretary  on  policy  matters  per- 
taining to  the  PSRO  program,  for  providing  for  the  development  and  distribution  of  informa- 
tion to  PSROs  and  Statewide  Councils,  for  reviewing  and  evaluating  PSROs  and  Statewide 
Councils,  and  for  reviewing,  and  if  necessary,  disapproving  regional  norms  of  care  utilized  by 
PSROs.  Primary  duties  of  the  Statewide  Councils  are  to  hear  appeals  of  PSRO  decisions,  to 
review  PSRO  sanction  recommendations  to  the  Secretary,  to  coordinate  PSRO  activities  within 
the  State,  to  disseminate  program  information  and  data;  to  assist  in  evaluating  each  PSRO's 
performance;  and,  if  necessary,  to  assist  the  Secretary  in  finding  a  qualified  replacement 
PSRO. 

Each  Statewide  Council  and  each  PSRO  in  a  State  without  a  Council  is  required  to  establish  an 
Advisory  Group.  Such  a  group  consists  of  between  seven  and  eleven  members,  representing 
health  care  practitioners  other  than  physicians,  hospitals  and  other  health  care  facilities.  In 
addition  to  giving  advice  and  assistance  to  PSROs  and  Statewide  Councils,  the  members  of  the 
Advisory  Groups  insure  maximum  involvement  of  the  nonphysician  health  care  team  in  PSRO 
activities  and  provide  liaison  with  other  organizations  and  agencies  in  the  delivery  and  review 
of  health  care  services. 

Subsequent  amendments  to  legislation  in  December  of  1975  (PL  94-182  and  PL  95-549)  and  in 
October  1977  (PL  95-142)  further  defined  the  PSRO  program,  strengthening  the  Government's 
commitment  to  it  and  assuring  adequate  financing  for  hospital  review. 


I.     Characteristics  of  the  PSRO  Program 

A.  Area  Designation 

The  legislation  that  established  the  PSRO  program  required  the  Secretary  of  HEW  to 
designate  PSRO  areas  throughout  the  United  States  by  January  1,  1974.  In  the  early 
stages  of  the  program,  extensive  consultations  were  held  with  national,  state,  local 
and  private  medical  care  authorities  and  organizations,  and  203  PSRO  areas  had  been 
designated  by  January  1974.  (This  is  expected  to  change  to  195  when  Texas  is  desig- 
nated as  one  area  in  the  spring  of  1978).  More  descriptive  information  on  the  areas 
appears  later  in  this  report. 

B.  Types  of  PSROs 

From  the  outset,  it  was  the  purpose  of  the  PSRO  program  to  support  PSROs  through 
several  stages  of  their  development  and  to  assist  them  in  becoming  fully  designated 
within  a  set  time  frame.  There  are  three  such  stages  of  PSRO  development: 

a.  Planning  PSRO  -  It  is  funded  for  a  period  of  12-24  months  in  order  to  organize, 
enlist  physician  membership,  develop  review  procedures  and  establish  relation- 
ships with  hospitals,  intermediaries,  State  Medicaid  agencies,  etc. 

b.  Conditional  PSRO  -  It  is  funded  for  a  period  not  to  exceed  6  years,  during  which 
time  it  is  expected  to  develop  its  capabilities  to  perform  institutional  review  and  to 
become  Fully  Designated  thereafter. 

c.  Fully  Designated  PSRO  -  Its  hospital  and  long-term  care  review  activities  are 
implemented  and  operational  and  it  is  expected  to  function  independently,  effec- 
tively and  efficiently.  It  is  required  to  assume  ambulatory  care  review  responsibili- 
ties 2  years  after  full  designation. 
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C.  Organizational  Structure 


To  qualify  for  Conditional  or  Fully  Designated  status,  a  PSRO  is  required  to  have  as 
members  at  least  25  percent  of  the  practicing  physicians  in  its  area.  Its  governing 
body  is  generally  a  Board  of  Directors,  consisting  of  physicians  and,  in  many 
PSROs,  representatives  of  other  health  professions  and  the  public-at-large  from  its 
area.  There  are  usually  several  special  committees  appointed  to  work  in  specific  ac- 
tivities of  the  PSRO,  but  the  Board  is  responsible  for  policy  and  management.  By 
law,  a  PSRO  in  a  State  without  a  Statewide  Council  must  have  an  Advisory  Group 
consisting  of  health  care  practitioners  other  than  physicians,  representatives  of  hos- 
pitals and  representatives  of  other  health  care  facilities.  A  salaried  executive  director 
and,  frequently,  a  medical  director  are  in  charge  of  the  administrative  and  medical 
aspects  of  the  PSRO,  and  physicians  and  other  health  care  practitioners  who  provide 
review  services  to  the  PSRO  are  reimbursed  as  consultants  for  their  services. 

D.    Responsibilities  of  PSROs 

Since  there  were  no  fully  designated  PSROs  in  FY  77  and  the  duties  of  the  planning 
PSROs  are  noted  above,  a  summary  of  the  types  of  activities  of  conditional  PSROs 
is  useful  in  order  to  portray  the  manner  in  which  a  typical  PSRO  was  expected  to 
function  in  FY  77. 

In  their  initial  stages  of  implementation,  conditional  PSROs  are  primarily  concerned 
with  implementing  hospital  review.  They  then  move  on  to  review  of  long-term  care 
and  in  some  instances,  ambulatory  care.  Regarding  hospital  review,  there  are  three 
principal  types  of  review  of  the  services  rendered  to  Medicare  and  Medicaid  and 
Maternal  and  Child  Health  patients  in  acute  care  hospitals:  concurrent  review,  medi- 
cal care  evaluation  studies  (MCEs)  and  profile  analyses. 

The  major  portion  of  PSRO  program  funds  to  date  have  been  expended  on  concur- 
rent review  which  examines  the  medical  necessity  and  appropriateness  of  each  hospi- 
tal admission  and  length  of  stay  of  the  hospitalized  patient  during  the  patient's  stay 
in  the  hospital.  MCE  studies  are  usually  done  on  a  retrospective  basis  on  groups  of 
patients  or  services  performed  primarily  in  order  to  examine  the  quality  of  health 
services,  to  identify  deficiencies  in  such  services,  and  to  correct  them.  Both  of  these 
reviews  are  carried  out  through  applying  locally  developed  criteria,  norms  and  stand- 
ards. For  PSRO  program  purposes  medical  care  criteria  are  defined  as  predetermined 
elements  against  which  aspects  of  the  quality  of  a  medical  service  may  be  compared, 
medical  care  appraisal  norms  are  numerical  or  statistical  measures  of  usual  observed 
performance,  and  standards  are  professionally  developed  expressions  of  the  range  of 
acceptable  variation  from  a  norm  or  criterion.  Profile  analysis  is  an  examination  of 
the  data  available  on  treatment  and  utilization  patterns.  These  are  analyzed  with  the 
aim  of  identifying  suspected  problem  areas  and  focusing  on  them.  Profile  activities 
are  being  carried  out  by  an  increasing  number  of  PSROs  as  their  automated  data 
capabilities  are  established.  Methods  for  concurrent  review  and  MCEs  were  devel- 
oped before  PSROs  became  law  and  were  effective  in  many  prototype  review  sys- 
tems. Profile  analysis  is  a  relatively  new  approach  to  peer  review  in  the  United 
States. 

In  addition  to  its  review  activities,  a  conditional  PSRO  is  also  expected  to  collect  and 
disseminate  data  on  a  quarterly  and  annual  basis;  to  coordinate  and  maintain  effec- 
tive relationships  with  Title  V,  XVIII,  and  XIX  agencies,  with  the  Health  Systems 
Agency,  and  with  other  governmental  and  non-governmental,  as  well  as  private  orga- 
nizations involved  in  health  services  in  its  area;  to  delegate  the  actual  performance 


of  reviews  to  provider  institutions  which  the  PSRO  has  found  willing  and  capable  to 
perform  review  functions;  to  develop  appropriate  review  and  evaluation  criteria  for 
their  area;  and  to  recommend  to  the  Secretary  sanctions  or  penalties  when  violations 
are  discovered. 

H.   Supporting  Role  of  the  DHEW 

Although  the  PSRO  program  is  organized  and  carried  out  on  a  local  basis,  there  are  a 
number  of  support  activities  for  which  DHEW,  operating  nationally,  regionally  or  lo- 
cally, has  direct  responsibilities.  The  program  is  administered  by  the  Health  Standards 
and  Quality  Bureau  (HSQB)  in  the  Health  Care  Financing  Care  Administration  (HCFA) 
which  has  responsibility  for  funding,  monitoring  and  providing  technical  assistance  to  the 
Program.  The  National  PSRO  Council  is  supported  by  the  Assistant  Secretary  for  Health, 
Public  Health  Service.  In  addition,  the  HSQB  Regional  Offices  play  an  important  role 
in  implementing  and  administering  the  PSRO  program  by  providing  direction  and  assist- 
ance to  individual  PSROs  and  by  facilitating  cooperative  efforts  with  the  PSROs  that  in- 
volve the  State  Medicaid  agencies,  Maternal  and  Child  Health,  the  Health  Systems  Agen- 
cies, and  End  Stage  Renal  Disease  networks,  etc. 
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PART  TWO 


STATUS  AND  GROWTH  OF  PSRO  PROGRAM  THROUGH 

FISCAL  YEAR  1977 

The  extent  of  growth,  as  well  as  the  program's  status,  during  the  time  under  consideration  in 
this  report  are  reflected  in  some  of  the  data  that  have  been  collected  since  the  inception  of  the 
program.  This  Section  includes  an  overview  of  the  PSRO  program  from  1974  through  FY  1977. 

I.     PSRO  PROGRAM  OVERVIEW 

A.  History  and  Sources  of  PSRO  Funding 

The  basic  authority  for  funding  the  PSRO  program  is  contained  in  Section  1168  of 
the  Social  Security  Act  which  provides  that  the  costs  of  the  program  be  reimbursed 
through  Titles  V,  XVIII  and  XIX  of  the  Social  Security  Act  for  which  PSROs  have 
review  responsibility. 

In  FY  1973,  the  first  year  of  the  PSRO  program,  funds  were  made  available  from 
Medicare  Trust  Funds  to  begin  program  implementation.  Between  FY  1974  and  1976, 
the  program  was  supported  from  funds  appropriated  under  Titles  XI  and  XVIII.  Title 
XVIII  funds  were  from  the  Medicare  Trust  and  represented  the  share  of  total  PSRO 
costs  that  were  attributable  to  activities  benefiting  only  Medicare  patients.  It  was 
necessary  to  appropriate  these  funds  separately  in  order  to  maintain  the  integrity  of 
the  Trust  Funds.  The  remainder  of  PSRO  costs  were  appropriated  under  Title  XI, 
although  these  funds  represented  costs  attributable  to  Title  XIX  and  Title  V  patients, 
as  well  as  the  costs  of  salaries  and  expenses  of  Federal  staff  to  administer  the  PSRO 
program.  Separate  allocations  to  Title  XIX  and  Title  V  were  not  made. 

Beginning  in  FY  1977,  the  costs  of  PSRO  hospital  review  were  financed  directly 
from  Medicare  Trust  Funds  as  stipulated  in  P.L.  94-182,  the  1975  amendments  to  the 
Social  Security  Act.  These  amendments  also  made  provision  for  the  transfer  of 
funds  from  Title  XIX  to  the  Trust  Funds  for  Medicaid's  share  of  the  estimated  cost 
of  hospital  review.  In  FY  1977,  the  cost  of  PSRO  hospital  review  was  estimated  to 
be  $25  million  for  Medicare  and  $16  million  for  Medicaid.  Tables  I  and  II  present  the 
tabular  history  of  PSRO  funding  and  costs. 

The  sharp  increase  in  overall  costs  reflects  the  dramatic  growth  of  the  program  from 
1 1  conditiional  PSROs  at  the  end  of  FY  1974  to  120  by  FY  1977.  The  total  costs  will 
soon  begin  to  level  off  as  the  country  becomes  completely  covered  and  DHEW  takes 
steps  to  improve  the  efficiency  of  the  program. 

B.  Growth  and  Development  of  PSROs 

In  FY  1977  there  were  still  203  designated  PSRO  areas.  These  are  shown  in  Exhibit 
I.  In  FY  1978,  however,  the  number  will  be  reduced  to  195  when  the  final  area  desig- 

6 


nation  for  Texas  is  published.  (Originally  Texas  had  nine  areas  and  appears  likely  to 
have  only  one  in  the  new  designation.)  The  legislation  stipulated  that  PSRO  areas  be 
sufficiently  large  enough  to  ensure  broad,  diverse  and  objective  representation  of 
physicians  but  small  enough  to  be  efficiently  managed.  Sizes  ranged  from  the  largest 
area,  Chicago,  encompassing  a  population  of  5,470,700  to  the  smallest,  Rockland, 
New  York,  serving  a  population  of  265,000. 


TABLE  I 


PSRO  Cost  by  Title 
(Obligations  in  Millions  of  Dollars) 


FY  1973    FY  1974 

FY  1975 

FY  19761 

FY  1977 

TOTAL 

Title  V 

0 

0 

0 

0 

0 

0 

Title  XI 

0 

16.3 

7.4 

33.2 

25.3 

82.2 

Title  XVIII 

2.7 

9.8 

26.7 

26.3 

60.8 

126.3 

Hospital  Review- 

(0) 

(0) 

(0) 

(0) 

(25.0) 

(25.0) 

Appropriated 

(2.7) 

(9.8) 

(26.7) 

(26.3) 

(35.8) 

(101.3) 

Title  XIX 

Hospital  Review2 

0 

0 

0 

16.0 

16.0 

Total 

2.7 

26.1 

34.1 

59.5 

102.1 

224.5 

•Includes  Transition  Quarter 
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PSRO  area  designations  covered  all  50  States  as  well  as  the  District  of  Columbia, 
Puerto  Rico,  the  Virgin  Islands,  Guam,  American  Samoa  and  the  Trust  Territory  of 
the  Pacific  Islands.  Further  details  are  provided  in  Table  III: 


TABLE  m 

PSRO  Geographic  Boundaries* 

States  with  single  PSRO    32 

States  with  two  PSRO  areas   5 

States  with  three  to  five  PSRO  areas   5 

States  with  more  than  five  PSRO  areas    11 

*Notice  of  proposed  area  designation  in  the  State  of  Texas  was  published  in  March  of  1978, 
with  the  designation  expected  to  be  made  in  April  of  1978. 
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Following  designation,  the  next  step  was  to  establish  PSROs  in  each  designated  area. 
Table  IV  shows  the  growth  and  development  of  PSROs  since  1974  and  clearly  indi- 
cates the  steady  progress  that  has  occurred  since  that  time.  The  number  of  condi- 
tional PSROs  grew  from  11  in  June  1974  to  120  in  September  1977.  By  the  end  of 
fiscal  year  1977,  there  were  PSROs  in  182  out  of  195  PSRO  areas  throughout  the 
country.  It  is  projected  that  by  the  end  of  1978,  there  will  be  195  PSROs.  This  is 
contingent,  however,  upon  each  PSRO's  proven  ability  to  perform  effectively  its  re- 
view functions.  Poor  performance  will  preclude  further  funding.  A  list  of  current 
PSROs  is  attached  at  Appendix  A. 


TABLE  IV 


Growth  and  Development  of  PSROs 


6/74 

6/75 

6/76 

9/77 

12/78 

(projected) 

Planning 

91 

58 

33 

62 

0 

Conditional 

11 

63 

87 

120 

195 

TOTAL 

102 

121 

120 

182 

(195) 

C.    Physician  Membership  in  PSROs 

One  indicator  of  the  effective  operation  of  the  PSRO  program  is  the  commitment  of 
physicians  in  a  PSRO  area  to  involvement  in  the  program.  To  qualify  for  Conditional 
or  Fully  Designated  status,  a  physician-organized  PSRO  is  required  to  have  as  mem- 
bers at  least  25  percent  of  the  practicing  physicians  in  its  area.  Table  V  shows  the 
growth  of  physician  membership  in  PSRO  programs  since  1974,  and  Table  VI  gives 
the  breakdown  of  physician  membership  by  type  of  PSRO  as  of  January  1977.  These 
Tables  reflect  the  growing  acceptance  by  physicians  throughout  the  country  of  the 
concept  of  peer  review  and  their  own  commitment  to  making  the  PSRO  program 
function  properly. 


D.     Implementation  of  Hospital  Review 

In  the  early  stages  of  PSRO  Program  implementation,  PSROs  focused  on  the  concur- 
rent review  of  inpatient  care  provided  in  short-stay  acute  care  hospitals.  This  ap- 
proach was  selected  becailse  hospital  care  accounts  for  a  large  portion  of  Federal 
health  care  expenditures  and  represents  a  high  volume  of  patient  activity.  The  pur- 
poses of  concurrent  review  are  to  assure  the  necessity  of  hospital  admissions  and  the 
appropriateness  of  hospital  stays,  and  to  encourage  more  effective  hospital  discharge 
planning.  Table  VII  reflects  the  increase  in  the  number  of  hospitals  in  PSRO  areas 
under  review  between  June  of  1974  and  the  present. 

A  dramatic  acceleration  of  hospital  review  activities  is  evident  from  these  data.  Be- 
tween June  of  1974  and  September  1977,  the  number  of  hospitals  in  geographic  areas 
served  by  conditional  PSROs  increased  from  643  to  3,951.  The  2,651  hospitals  under 
review  by  the  end  of  FY  1977  represent  approximately  67  percent  of  the  acute  care 
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TABLE  V 

PHYSICIAN  MEMBERSHIP  -  NUMBER 
Number  of  Physicians  in  Conditional  PSRO  Areas  and 
Number  of  Those  Who  Are  PSRO  Members 
1974-1978 


6/74 


6/75 


6/76 


9/77 


400,000 


12/78 
(Proj  ected) 


fn  aJ  —  Number  of  Physicians  in  Conditional  PSRO  Areas 
I       1  —  Number  of  Physicians  Who  Are  PSRO  Members 


TABLE  VI 

Physician  Membership 

(As  of  September  1977) 

Total  Eligible      Total  PSRO 
Membership 

Planning  PSROs  (62)  87,412  19,230 

Conditional  PSROs  (120)  244,832  122,975 

332,244  142,205 
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TABLE  VII 


Number  of  Hospitals  Under  Review 

%  Hospitals 
Under  Review 

No.  of  Hospitals  in  No.  Hospitals  in  Conditional 

Conditional  Areas  Under  Review  Areas 


6/74                  643  99  15 

6/75                 2013  362  18 

6/76                 2752  1291  47 

9/77                 3951  2651  67 

12/78                 7000      (total  in  4288  (projected)  61 

country) 


hospitals  in  their  areas.  In  addition,  64  PSROs  have  already  implemented  review  in 
over  90  percent  of  their  hospitals;  and  50  PSROs  have  implemented  review  in  100 
percent  of  their  hospitals. 

Table  VII  indicates  the  significant  progress  made  by  PSROs  in  increasing  their  rates 
of  hospital  review  implementation,  and  Table  VIII  presents  the  data  in  a  different 
way,  also  showing  clearly  the  increase  in  PSRO  review  implementation  between  June 
1974  and  the  end  of  FY  1977. 


TABLE  VIII 

PSRO  Hospital  Review  Implementation 


9/75 
6/76 
9/77 
12/78^ 


Total  # 
Conditionals 


63 
87 
120 
195 


PSROs  under  40% 
implementation 
in  hospitals 

52 
42 
28 
35 


PSRO  implementation 
in  40%-89%  of 
hospitals 

4 
18 
28 
68 


PSROs  over 
90%  imple- 
mentation 

7 
27 
64 
92 


Another  feature  of  PSRO  hospital  review  is  that  of  delegation  of  review  responsibili- 
ties. PSROs  are  required  to  delegate  the  actual  conduct  of  review  to  individual  hospi- 
tals that  demonstrate  a  willingness  and  the  ability  to  perform  reviews  satisfactorily. 
This  delegation  of  review  activities  may  be  either  full  or  partial.  Partial  delegation 
means  that  a  PSRO  has  delegated  selected  components  of  the  review  to  the  hospital 
and  has  retained  responsibility  for  conducting  the  other  review  components  in  that 
hospital.  Hospitals  that  do  not  perform  any  reviews  are  defined  as  "nondelegated" 
hospitals.  A  PSRO  is  required  by  law  to  retain  ultimate  responsibility  for  the  effec- 
tiveness of  review,  and  it  must  regularly  monitor  all  review  activities. 
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Table  IX  shows  the  delegation  status  of  hospitals  under  PSRO  review  from  FY  1974 
through  FY  1977. 


Delegation  Status 
%  Fully  Delegated 
%  Partially  Delegated 
%  Nondelegated 


TABLE  IX 

Hospital  Delegation  Status 

6/74  6/75 

19.3  32.3 

12.2  12.7 

68.5  55 


6/76  9/77 

46.1  70.0 

12.3  8.0 

41.6  22.0 


E.     Titled  Discharges  Under  PSRO  Review 

Titled  discharges  refer  to  those  beneficiaries  or  recipients  of  services  in  Federal 
health  care  programs  whose  medical  costs  are  reimbursable — in  whole,  or  in  part — 
under  a  specific  Title  of  the  Social  Security  Act.  Title  XVIII  is  Medicare;  Title  XIX 
is  Medicaid;  and  Title  V  is  Maternal  and  Child  Health  and  Crippled  Children. 

Statistics  on  Title  XVIII,  XIX,  and  V  hospital  discharges  in  Conditional  PSRO  areas 
further  attest  to  the  growth  of  the  PSRO  program.  These  data  reflect  the  increasing 
responsibilities  of  PSRO  for  assuring  that  no  Federal  reimbursement  is  provided  with 
funds  from  Titles  V,  XVIII  and  XIX  for  health  care  services  that  are  either  unneces- 
sary or  inappropriate.  Table  X  indicates  the  annual  number  of  titled  discharges  in 
Conditional  PSRO  areas  and  the  annual  number  of  titled  discharges  under  review  in 
Conditional  PSRO  areas.  By  the  end  of  FY  1977,  conditional  PSROs  were  reviewing 
approximately  43  percent  of  the  titled  discharges  in  their  areas. 


TABLE  X 


Titled  Discharges 

%  Titled 

No.  Titled  Discharges  No.  Titled  Discharges  Discharges 

in  Conditional  Areas  Under  Review  Under  Review 


(000)  (000) 

6/75                   1,060  173  16 

6/76                   4,498  1,240  28 

6/77                   8,052  3,420  40 

9/77                  10,844  4,610  43 


F.     Long-Term  Care  Review 

In  cooperation  with  State  Medicaid  agencies,  PSROs  are  now  beginning  to  assume 
responsibility  for  review  of  the  medical  necessity,  quality,  and  appropriateness  of 
health  care  services  provided  to  Federal  beneficiaries  in  long-term  care  (LTC)  facili- 
ties. PSROs  are  required  to  review  care  in  skilled  nursing  facilities.  Intermediate  care 
facilities  may  be  reviewed  by  a  PSRO  if  a  State  Medicaid  agency  requests  review  by 
a  PSRO  or  if  the  Secretary  decides  that  a  PSRO  is  the  more  effective  or  efficient 
mechanism  for  such  review. 
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As  with  the  hospital  review  system,  each  PSRO  is  free  to  design  and  implement  a 
health  care  review  system  for  long-term  care  facilities  or  to  adopt  the  model  long- 
term  care  review  system  developed  by  the  Department.  The  latter  system  is  similar 
to  the  hospital  review  system.  Model  guidelines  provide  a  system  of  quality  assur- 
ance based  on  peer  review  and  apply  the  basic  review  mechanisms  including:  pread- 
mission review,  concurrent  review,  medical  care  evaluation  studies,  and  profile  anal- 
ysis. Long-term  care  review  does,  however,  differ  in  emphasis  due  to  the  unique 
characteristics  of  LTC  facilities  and  the  patient  population.  In  long-term  care  review, 
admission  review  of  patients  is  conducted  while  they  are  still  in  the  hospital;  the 
concept  of  concurrent  quality  assurance  for  continued  stay  review  is  emphasized; 
and  multidisciplinary  involvement  in  review  activities  is  stressed  in  order  to  reflect 
the  primary  role  of  health  care  practitioners  other  than  physicians  in  the  care  of  pa- 
tients in  long-term  care  facilities. 

On  October  1,  1976,  the  Department  selected  15  conditional  PSROs  to  participate  in 
a  long-term  care  demonstration  and  assessment  program.  Over  a  2-year  period,  parti- 
cipating PSROs  were  asked  to  demonstrate  various  approaches  to  long-term  care  re- 
view. Results  of  the  evaluation  of  these  demonstrations  will  guide  the  Department  in 
further  refinements  of  the  PSRO  long-term  care  review  guidelines  and  regulations.  In 
addition  to  the  15  PSROs  participating  in  the  demonstration  program,  26  other 
PSROs  were  authorized  to  conduct  long-term  care  review  by  the  end  of  FY  1977; 
and  an  additional  30  PSROs,  in  cooperation  with  State  Medicaid  agencies,  will  as- 
sume such  review  by  the  end  of  FY  2978. 

G.  Ambulatory  Care  Review 

Ambulatory  care  is  defined  as  medical  care  provided  to  patients  not  required  to  re- 
main in  an  institution.  It  includes  services  provided  in  a  physician's  office,  an  outpa- 
tient clinic,  or  in  the  outpatient  department  of  a  hospital.  PSROs  are  required  by  law 
to  commence  ambulatory  care  review  2  years  after  they  are  fully  designated.  Such 
review  may  only  be  implemented  at  the  request  of  the  PSRO  and  with  the  approval 
of  the  Secretary. 

DHEW  funded  five  PSROs  in  FY  1976  to  serve  as  demonstration  sites  for  ambulatory 
care  review.  The  PSROs  participating  in  this  program  are  implementing  different  ap- 
proaches to  ambulatory  care,  quality  assurance  and  utilization  review  in  a  variety  of 
health  service  delivery  areas.  The  results  of  these  studies  will  assist  the  Department 
and  PSROs  in  determining  techniques  for  review  that  are  effective  and  efficient.  Five 
additional  PSRO  ambulatory  care  demonstration  sites  are  planned,  and  it  is  expected 
that  the  experience  gained  from  these  demonstration  projects,  combined  with  the  in- 
formation derived  from  the  evaluation  of  other  ambulatory  care  review,  will  make 
valuable  contributions  to  the  development  of  reasonable  guidelines  for  the  conduct  of 
ambulatory  care  review  by  interested  PSROs. 

H.  Activities  of  the  National  Professional  Standards  Review  Council  (NPSRC) 

The  National  Professional  Standards  Review  Council  (NPSRC)  met  six  times  in  FY 
1977.  During  those  meetings,  the  Council  considered  a  number  of  issues  that  have 
been  critical  in  the  growth  of  the  PSRO  program.  Some  of  the  Council's  more  signif- 
icant actions  include: 

1)  a  recommendation  to  the  Department  that  direct  Federal  funding  of  Statewide 
Support  Centers  be  continued  until  March  31,  1978; 

2)  the  development  of  policies  with  respect  to  PSROs'  responsibility  for  making  lev- 
el-of-care  determinations  and  for  their  utilizing  Title  XVIII  coverage  rules  in  mak- 
ing medical  necessity  determinations; 
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3)  the  issuance  of  guidelines  for  long-term  care  review  by  PSROs; 

4)  a  recommendation  that  the  Department  award  contracts  for  developing  sample  cri- 
teria sets  for  the  review  of  the  medical  necessity  for  commonly  elected  surgical 
procedures; 

5)  guidance  in  the  development  of  the  PSRO  Program  Evaluation  Report; 

6)  strongly  urged  PSROs  to  involve  health  care  practitioners  other  than  physicians  in 
the  review  system; 

7)  approved  specifications  for  regulations  on  the  confidentiality  of  PSRO  information 
and  agreements  between  the  PSRO  and  the  Federal  Government;  and 

8)  recommended  that  the  Department  reconsider,  and  have  OMB  reconsider,  the  lim- 
itations on  the  number  of  Conditional  PSROs. 

I.      Activities  of  Statewide  Councils 

Statewide  Councils  are  established  in  States  that  have  three  or  more  PSROs  and 
consist  of  representatives  of  PSROs,  State  medical  societies,  hospital  associations 
and  the  general  public.  The  first  Statewide  Councils  were  established  in  fiscal  year 
1977;  and  there  are  presently  eight  States  with  Statewide  Councils,  one  State  with 
Council  appointments  pending,  and  seven  States  where  Councils  are  expected  to  be 
appointed.  Those  already  operating  have  established  appeals  procedures  and  set  up 
advisory  groups.  Table  XI  shows  the  present  status  of  these  Councils. 

J.     Statewide  PSRO  Support  Centers 

Statewide  Support  Centers  have  been  federally  financed  in  order  to  assist  in  develop- 
ing PSROs  in  areas  that  are  uncovered  by  PSROs  and  to  assist  planning  PSROs  in 
achieving  conditional  status.  In  FY  1977  there  were  nine  such  support  centers,  and 
during  that  fiscal  year  they  provided  staff  support  and  resources  that  assisted  plan- 
ning and  conditional  PSROs  with  the  implementation  of  their  respective  responsibili- 
ties. 

K.    Imposition  of  Sanctions 

PSROs  are  required  by  law  to  report  any  violations  of  the  obligations  of  the  PSRO 
statute  and  to  recommend  penalties  or  sanctions  to  their  Statewide  Councils,  who  in 


TABLE  XI 


(as  of  March  15,  1978) 


Statewide 
Councils 
Established 


Statewide 
Councils 
Pending 


Statewide 
Councils 

To  Be 
Appointed 


California 
Connecticut 
New  York 
Maryland 
Massachusetts 
Pennsylvania 
Missouri 
New  Jersey 


Ohio 


Louisiana 
Michigan 
North  Carolina 
Virginia 


Florida 
Illinois 
Indiana 
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turn  report  them  to  the  Office  of  Program  Integrity  of  HCFA.  To  date,  no  penalties 
or  sanctions  have  been  imposed;  however,  a  set  of  regulations  governing  sanctions 
will  be  published  in  FY  1978;  and  every  PSRO  has  been  apprised  of  its  responsibili- 
ties under  the  law.  The  implementation  of  the  provisions  of  P.L.  95-142  strengthen 
the  PSROs  in  this  regard  by  encouraging  PSROs  to  work  cooperatively  and  share 
information  with  agencies  involved  in  fraud  or  abuse  activities. 

H.    MAJOR  EVENTS  OF  1977 

A.  Decentralization  of  PSRO  Program  Operations 

The  increased  development  and  definition  of  major  program  policies  facilitated  the 
decentralization  of  PSRO  program  operations  from  the  national  to  the  regional 
DHEW  offices  during  FY  1977.  Based  on  the  premise  that  the  needs  of  individual 
PSROs  can  best  be  addressed  through  a  more  localized  approach,  responsibilities  of 
project  officers  were  transferred  to  the  regions  in  FY  1977.  Such  duties  include,  for 
example,  monitoring  each  PSRO,  approving  specific  activities  and  providing  or  ar- 
ranging for  expert  technical  assistance  when  necessary. 

B.  New  Financing  System  Implemented 

Public  Law  94-182  changed  the  manner  in  which  PSRO  hospital  review  was  reim- 
bursed. The  purpose  of  that  legislation  was  to  ensure  adequate  funding  for  the  con- 
duct of  hospital  review  and  to  eliminate  the  incentive  to  delegate  review  because  of 
funding  difficulties.  The  new  system  provides  for  reimbursement  for  both  delegated 
and  nondelegated  hospital  review  to  be  fully  paid  for  from  Medicare  Trust  Funds. 
Prior  to  the  enactment  of  the  law,  nondelegated  review  was  paid  for  from  appropriat- 
ed funds,  and  PSRO  delegated  hospital  review  was  reimbursed  on  an  apportioned 
basis  through  normal  Medicare  reimbursement  practices. 

During  FY  1977,  significant  progress  was  made  in  implementing  the  new  financing 
system,  and  approximately  80  percent  of  the  conditional  PSROs  were  using  the  sys- 
tem by  the  end  of  FY  1977. 

C.  Physician  Reimbursement  Rate  Increased 

In  addition  to  the  new  financing  system,  another  reimbursement  issue  was  addressed 
to  assure  efficient  operation  of  the  program.  At  the  time  of  the  initial  PSRO  contract 
awards  in  June  of  1974,  the  physician  reimbursement  rate  was  set  at  a  maximum  of 
$35  per  hour.  Since  then,  an  increasing  number  of  organizations  urged  an  increase  in 
the  rate.  HEW  was  concerned  that  any  rate  changes  avoid  significant  escalation  of 
costs.  During  FY  1977,  a  new  approach  was  implemented  to  ensure  an  adequate 
reimbursement  rate  and  to  establish  the  maximum  hourly  rate  allowable  for  reim- 
bursement to  those  physicians  participating  in  PSRO  activities,  including  reviews 
performed  in  delegated  hospitals.  The  new  system  has  built-in  restraints  in  that  it 
links  increases  to  the  Medicare  Physicians  Economic  Index,  which  is  the  statutorily 
mandated  procedure  for  increasing  physicians'  full  reimbursement  under  the  Medi- 
care program.  An  increased  maximum  rate  of  $44  per  hour  was  set  for  the  next  year. 

D.  Program  Regulations  Issued 

Another  area  of  continuing  emphasis  in  FY  1977  was  the  complex  and  time-consum- 
ing development  of  PSRO  regulations.  One  set  of  final  regulations  was  published  on 
January  25,  1977  on  Interim  Hearings  and  Appeals  of  PSRO  Determinations.  In  addi- 
tion, four  sets  of  proposed  rules  were  published: 

1)  Statewide  Professional  Standards  Review  Councils,  October  7,  1976; 

2)  Confidentiality  and  Disclosure  of  Data  and  Information  -  Interim  Regulations, 
December  3,  1976; 
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3)  Assumption  of  Review  Responsibility,  January  24,  2977;  and 

4)  Procedures  for  Review  of  Hospital  Services,  January  25,  1977. 

Other  key  regulations  will  be  published  in  FY  1978,  including  sanctions  and  the  com- 
prehensive confidentiality  regulations,  grants,  alternative  PSROs,  and  the  final  rules 
for  those  proposed  in  FY  1977  (see  Section  IV). 

E.  Public  Hearings  on  Designation  of  Alternate  PSROs 

Preparatory  to  the  issuance  of  regulations,  five  public  hearings  were  conducted 
throughout  the  country  between  April  and  June  of  1977.  The  purpose  of  the  hearings 
was  to  solicit  comments  and  suggestions  regarding  the  establishment  of  regulatory  cri- 
teria which  should  govern  the  designation  of  alternate  PSROs  when  and  where  physi- 
cian-run PSROs  are  not  available.  Public  hearings  were  held  in  Baton  Rouge,  Louis- 
iana; Chicago,  Illinois;  San  Diego  and  San  Francisco,  California;  and  Orlando,  Florida. 
The  results  of  these  are  being  analyzed  and  considered  as  part  of  the  regulations  to  be 
published  in  April  of  1978. 

F.  PSRO  Reporting  Systems 

During  FY  1977,  significant  progress  was  achieved  in  the  implementation  of  the 
PSRO  Federal  Reporting  System.  A  description  of  the  information  PSROs  are  re- 
quired to  submit  is  attached  as  Appendix  B.  The  establishment  and  maintenance  of  a 
PSRO  data  system  is  a  vital  function  of  each  PSRO.  Its  purpose  is  to  meet  the 
unique  needs  of  the  individual  PSRO  and  to  allow  the  Federal  Government  to  moni- 
tor PSRO  performance.  To  meet  Federal  needs  for  data,  the  PSRO  Management  In- 
formation System  (PMIS)  was  developed.  It  consists  principally  of  two  components: 
quarterly  reports  summarizing  review  activity  for  that  quarter  and  the  collection  of 
"Uniform  Hospital  Discharge  Data  Set"  (UHDDS).  The  UHDDS  is  a  multi-purpose 
set  of  data  elements  on  each  episode  of  patient  care. 

During  FY  1977  data  collection  and  management  activities  were  expanded  and  al- 
tered considerably;  and  within  the  PMIS  a  number  of  important  refinements  oc- 
curred: 

1 .  PSRO  Data  Systems  Implemented 

PSROs  must  contract  competitively  for  data  processing  services.  During  FY  1977 
emphasis  was  placed  on  implementation  of  PSRO  data  systems,  and  as  a  result, 
the  number  of  approved  data  contracts  increased  from  10  in  May  1976  to  86  by 
the  end  of  FY  1977. 

Development  of  acceptable  PSRO  Hospital  Discharge  Data  Set  (PHDDS)  tapes 
signifies  full  implementation  of  a  PSRO's  data  system  and  the  PSRO's  capacity  to 
develop  and  analyze  profiles  on  physicians,  hospitals,  and  patients.  The  number  of 
PSROs  having  acceptable  PHDDS  tapes  increased  from  two  in  May  of  1976  to  32 
by  the  end  of  FY  1977. 

2.  Implementation  Plan  for  PHDDS  Analysis  Developed 

Designs  were  finalized  in  FY  1977  for  the  first  output  reports  based  on  PHDDS  data. 
These  reports  are  to  contain  utilization  data  for  all  PSRO  discharges,  correlations  of 
review  activity  with  diagnoses  for  selected  diagnosis  groups,  and  utilization  data  for 
selected  procedures.  The  PHDDS  output  reports  can  be  used  for  profile  analysis  and 
the  monitoring  and  management  of  review  activities  at  both  the  local  and  national 
levels. 
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3.  PMIS  Output  Reports  Issued 

PMIS  Output  Reports  contain  individual  and  comparative  PSRO  data  as  well  as  na- 
tional data  and  are  issued  for  the  purposes  of  planning,  managing  and  monitoring 
PSRO  activities.  During  FY  1977,  five  technical  assistance  workshops  were  con- 
ducted throughout  the  country  for  PSROs.  At  these  sessions,  the  first  PSRO  Man- 
agement Information  Svstem  (PMIS)  Output  Reports  were  issued  to  PSROs. 

4.  Federal  Reports  Manual  Pilot  Tested  and  Draft  Revision  Completed 

Si  nee  1975,  the  PSRO  Management  Information  System  has  required  uniform  re- 
porting from  psros  on  hospital  review  activities,  on  PSRO  and  delegated  hospital 
review  costs,  and  on  hospital  utilization  by  federally  financed  patients.  During  FY 
1977,  that  reporting  system  was  revised  and  updated  on  the  basis  of  PSRO  experi- 
ence and  evolving  needs.  A  pilot  test  of  the  revised  Federal  reporting  require- 
ments was  conducted  in  the  PSRO  areas:  New  York,  New  Jersey,  and  Maryland. 

G.  Policies  on  HSA  and  PSRO  Relationships  Developed 

Under  P.L.  93-641,  Health  Systems  Agencies  (HSAs)  and  PSROs  are  required  to 
coordinate  their  activities  and  seek  to  enter  into  written  agreements.  During  FY 
1977,  a  draft  policy  statement  on  HSA/PSRO  relationships  was  presented  to  the  Na- 
tional Professional  Standards  Review  Council.  Based  upon  the  Council's  comments, 
a  revised  draft  was  distributed  to  all  other  interested  parties,  and  the  final  policies 
were  nearing  completion  by  the  end  of  the  fiscal  year.  These  policies  require  signed 
agreements  between  HSAs  and  PSROs  in  which  the  two  agencies  elaborate  their 
plans  to: 

-Exchange  data,  including  the  proviso  that  PSROs  provide  aggregate  hospital 
utilization  data  to  HSAs; 
-Establish  continuing  organizational  liaison; 

-Jointly  work  on  identifiable  problems  requiring  interagency  cooperation;  and 
-share  in  health  systems  plan  development  and  implementation. 

H.  Medicare  Fiscal  Intermediary  Monitoring 

Fiscal  Intermediaries  initiated  post-payment  review  of  PSRO  determinations  based 
on  instructions  developed  jointly  by  the  Medicare  program  and  the  PSRO  program  in 
FY  1977.  PSROs  are  thus  able  to  utilize  the  experience  and  knowledge  gained 
through  Medicare  Utilization  Review  which  provides  a  useful  tool  for  monitoring 
PSRO  review  determinations.  Differences  between  PSRO  determinations  and  Fiscal 
Intermediary  determinations  are  routinely  forwarded  to  the  Federal  level  to  assist  in 
Federal  monitoring  of  PSROs. 

I.  State  Medicaid  Agency  Monitoring 

States  are  encouraged  to  monitor  PSROs,  giving  particular  attention  to  impact  of 
PSRO  review  on  State  expenditures  and  the  quality  of  care  given  to  Medicaid  pa- 
tients. Monitoring  plans  are  based  upon  the  particular  State's  capabilities  and  areas 
of  interest,  and  these  are  submitted  to  the  Federal  level  for  approval  to  assure  their 
compatibility  with  other  monitoring  activities.  Thirteen  States  have  indicated  an  in- 
terest in  the  monitoring  of  PSROs.  Of  these,  four  of  the  States'  monitoring  plans 
have  been  approved;  two  State  plans  have  been  approved  subject  to  minor  modifica- 
tions; two  States  have  submitted  draft  monitoring  plans  for  comment;  two  State 
plans  have  been  disapproved,  with  major  modifications  required;  and  three  States 
have  plans  under  development. 
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J.     Private  Review  Initiatives 

PSROs  have  been  encouraged  to  expand  their  review  activities  to  undertake  review 
of  medical  care  services  provided  to  private  (non-federally  reimbursed)  patients.  As 
of  the  submission  this  report,  42  conditional  PSROs  are  conducting  some  form  of 
private  review.  PSROs  may  contract  with  private  health  insurers  to  conduct  review 
of  health  care  services  reimbursed  by  that  organization.  However,  such  review  may 
not  interfere  with  PSRO  activities  related  to  Federal  patients  and  may  not  create  a 
conflict  of  interest.  In  addition,  the  cost  for  review  must  be  paid  fully  by  the  private 
health  insurance  payer.  The  eventual  review  of  care  provided  for  by  the  Federal  and 
non-Federal  patients  should  enhance  the  impact  of  the  PSRO  program. 

K.    Project  Assessments  Conducted 

During  FY  1977,  a  system  to  assess  the  performance  of  individual  conditional  PSROs 
was  developed  and  field  tested.  These  PSRO  performance  assessments  had  two  pri- 
mary objectives:  1)  to  provide  PSROs  with  an  objective  evaluation  of  the  efficiency 
and  effectiveness  of  their  operations  and  their  prospects  for  achieving  the  goals  of 
the  PSRO  program;  and  2)  to  provide  the  Department  with  an  objective  appraisal  of 
the  performance  of  individual  PSROs  which  can  be  used  to  meet  its  many  program 
management  needs. 

In  March  of  1977,  the  assessments  began;  and  by  the  end  of  the  fiscal  year,  nine  had 
been  completed.  In  FY  1978,  it  is  anticipated  that  45  such  assessments  will  be  con- 
ducted. A  discussion  of  one  of  those  FY  1977  assessments  is  given  in  Part  Three  of 
this  report,  and  the  Assessment  Protocol  is  attached  as  Appendix  C  to  this  report. 
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PART  THREE 


PROGRAM  EVALUATION 

Section  1163  of  the  Social  Security  Amendments  of  1972,  as  a  part  of  the  duties  and  responsi- 
bilities of  the  National  Professional  Review  Council,  provides  explicit  authority  for  evaluation 
of  the  PSRO  PROGRAM.  Over  the  past  several  years  considerable  work  has  been  devoted  to 
the  development  of  a  comprehensive  plan  for  evaluation  of  the  acute  care  inpatient  portion  of 
the  Program  and  during  fiscal  years  1976  and  1977  key  questions  of  this  overall  plan  were  ad- 
dressed. They  were: 

(a)  Have  admission  certification  and  continued  stay  review  (concurrent  review)  been 
effective  methods  of  reducing  medically  unnecessary  hospital  utilization? 

(b)  Is  retrospective  health  care  review,  as  carried  out  by  the  PSRO  program,  an  effective 
method  of  assessing  the  quality  and  appropriateness  of  the  utilization  of  services? 

(c)  What  has  been  the  effect  of  PSRO  activities  on  health  care  expenditures  in  the  United 
States? 

This  project  was  managed  by  the  Office  of  Planning,  Evaluation,  and  Legislation,  Health  Serv- 
ices Administration  (OPEL/HSA),  and  a  summary  of  findings  are  contained  in  Section  I  of  this 
Part. 

In  addition,  as  a  part  of  its  management  responsibilities,  the  Office  of  Professional  Standards 
Review  Organizations  within  the  Health  Standards  and  Quality  Bureau,  has  conducted  a  limited 
number  of  individual  PSRO  assessments.  These  assessments  have  emphasized  organization  and 
management  issues,  but  also  contain  some  impact  data.  A  summary  description  of  one  of  those 
outputs  is  contained  in  Section  III  of  this  Part. 

The  PSRO  Program  is  also  of  significant  importance  to  many  groups  outside  of  the  Department 
and  this  has  led  to  external  efforts  as  well.  The  most  notable  of  these  was  financed  by  the  Kel- 
logg Foundation  through  the  Private  Initiative  in  PSRO  (PIPSRO),  which  is  sponsored  by  the 
American  Association  of  Foundations  for  Medical  Care,  the  American  College  of  Physicians,  the 
American  Hospital  Association  and  the  American  Society  of  Internal  Medicine.  This  study  fo- 
cused upon  issues  similar  to  those  addressed  in  the  OPEL/HSA  study.  A  summary  of  the  PIPS- 
RO findings  is  contained  in  Section  II  of  this  Part. 

Section  IV  of  this  Part  provides  an  overview  of  the  Department's  evaluation  plans  for  FY  1978. 

I.     An  Initial  Evaluation  of  PSROs,  Office  of  Planning,  Evaluation  and  Legisla- 
tion, Health  Services  Administration 

A.     Study  Objectives 

This  evaluation  comprised  a  series  of  studies,  each  of  which  bears  relevance  to  one 
or  more  of  the  selected  evaluation  issues.  These  studies  fall  into  four  general  catego- 
ries: 

—  U tiliza  tion  Studies 

These  studies  focus  directly  upon  assessing  the  impact  of  PSRO  review  upon  hospi- 
tal utilization  and  serve  as  the  basis  for  estimating  impact  upon  associated  health 
care  expenditures. 
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—Cost  Studies 

This  set  of  studies  address  that  aspect  of  the  health  care  expenditures  issue  dealing 
with  the  costs  of  performing  PSRO  and  pre-PSRO  review  procedures  in  hospitals. 

—Case  Studies 

A  series  of  case  studies  was  conducted  in  order  to  observe  variations  in  PSRO  struc- 
ture and  operations  and  to  observe  how  PSROs  fit  into  their  operating  environment. 

—Quality  of  Care  Studies 

One  quality-oriented  study,  focused  on  the  implementation  the  MCE  process,  was 
conducted. 

B.     Study  Limitations 

Over  the  time  period  during  which  this  evaluation  was  conducted,  only  63  (31%)  of 
the  203  designated  PSRO  areas  had  conditional  PSROs  and  even  a  smaller  subset  of 
these  had  sufficient  review  experience  to  permit  assessment  of  impact.  In  particular, 
with  respect  to  the  analysis  of  the  relationship  of  PSRO  concurrent  review  to  Medi- 
care utilization  rates,  only  24  PSROs  met  minimal  conditions  for  evaluation  (i.e., 
50%  of  Medicare  discharges  were  under  PSRO  review  by  January  1976).  From  that 
number,  six  were  subsequently  removed  because  of  inadequate  comparison  or  base- 
line data.  The  resulting  18  areas  became  the  basis  for  the  Medicare  analysis.  Other 
evaluation  analyses  were  similarly  restricted  in  terms  of  the  number  of  available  ac- 
tive PSRO  areas.  Medicare  admissions  under  review  in  the  18  active  PSRO  areas 
used  in  the  Medicare  data  analysis  represent  38%  of  the  Federal  beneficiaries  in  all 
active  PSROs  as  of  June  1976  and  about  10%  of  the  total  annual  Federal  beneficiary 
admissions  for  1976. 


An  additional  fact  is  that  the  active  PSRO  areas  were  over-represented  by  western 
region  PSROs.  The  group  of  active  PSROs  was  distributed  as  follows:  Western — 
44%;  Southern— 28%;  North  Central— 22%;  and  North  Eastern— 5%.  Western  States, 
which  already  exhibited  relatively  short  length  of  stay  and  low  admission  rates,  may 
represent  areas  where  baseline  utilization  levels,  already  low,  are  resistant  to  further 
reduction.  Southern  and  Eastern  areas  of  the  country  have  little  organizational  expe- 
rience with  PSRO  type  review.  As  they  develop  more  review  experience  their 
LSROs  may  show  more  impact.  Interestingly  enough,  however,  study  results  indicat- 
ed that  PSRO  impact  appeared  to  be  distributed  independent  of  regional  location. 
Thus,  while  Western  overrepresentation  may  appear  logically  to  bias  the  findings, 
empirical  results  did  not  appear  to  confirm  this  source  of  bias. 


The  limited  scope  and  nonrepresentativeness  of  study  samples  is  quite  common  in 
nonexperimental  research  designs.  The  results  of  the  evaluation  studies — none  of 
which  are  based  on  statistical  probability  samples  of  PSRO  areas — may  not  be  gener- 
alized to  full  implementation  at  the  national  level. 

The  limited  development  of  the  program  has  implications  beyond  questions  of  sam- 
ple frames.  The  active  PSRO  areas  viewed  were,  for  the  most  part,  represented  by 
new  and  emerging  organizations  which  were  undergoing  considerable  change  as  they 
initiated  their  responsibilities.  As  mature,  stable  organizations  their  effectiveness  may 
be  quite  different. 
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Study  Findings 

Utilization 

One  major  empirical  study  conducted  was  an  analysis  of  Medicare  utilization  data 
compiled  expressly  for  this  evaluation  by  the  Social  Security  Administration.  The 
Medicare  analysis  investigated  the  effects  of  the  PSRO  program  on  hospital  days  of 
care  per  1,000  enrollees,  hospital  admissions  per  1,000  enrollees  and  average  length 
of  sty.  Eighteen  active  PSRO  areas  were  compared  to  twenty-six  matched  nonactive 
PSRO  areas.  No  aggregate  PSRO  effect  was  found  on  the  utilization  variables  stud- 
ies. This  finding  implies  that  as  a  "treatment"  the  PSRO  program  thus  far  has  not 
differentially  affected  Medicare  utilization  when  compared  to  other  forms  of  utiliza- 
tion review  being  conducted  in  non-PSRO  areas.  While  no  overall  relative  utilization 
decrease  was  found,  individual  experiences  varied.  Some  of  the  organizations  were 
associated  with  lower  (favorable)  utilization  while  others  reflected  higher  (unfavora- 
ble) utilization  relative  to  their  matched  comparison  areas.  Generalizations  from  'his 
data  to  the  future  program  which  will  cover  the  entire  U.S.  would  be  tenuous,  due  to 
the  unavailability  of  a  proper  random  sample  of  the  total  203  designated  PSRO  areas. 

An  analysis  of  hospital  discharge  abstract  data,  primarily  derived  from  the  Commis- 
sion on  Profession  and  Hospital  Activities'  (CPHA)  Professional  Activity  Study 
(PAS)  system,  found  a  very  small  relative  decrease  of  less  than  0.1  day  in  overall 
case  mix-adjusted  length  of  stay  for  Federal  patients  in  PSRO  hospitals  using  this 
abstracting  service.  When  the  patient  records  were  sorted  by  payment  sources,  there 
were  small,  but  statistically  significant,  findings  with  respect  to  Medicare  and  Medi- 
caid average  length  of  stay.  Smaller  (unfavorable)  decreases  in  case  mix-adjusted 
length  of  stay  were  found  for  Medicaid  patients  in  hospitals  under  PSRO  review  than 
in  non-PSRO  comparison  hospitals. 

In  contrast,  greater  (favorable)  decreases  in  ALOS  were  found  for  Medicare  patients. 
It  was  also  found  that,  in  some  instances,  the  proportion  of  longer  stays  in  PSRO 
hospitals  experienced  a  relative  decline.  The  analysis  also  indicates  greater  reduc- 
tions in  average  length  of  stay  in  PSRO  areas  with  higher  supplies  of  long-term  care 
beds. 

In  contrast  to  the  utilization  findings  presented  above,  the  effectiveness  of  the  PSRO 
program  as  a  quality  assurance  mechanism  was  less  directly  measurable.  The  hospi- 
tal discharge  abstract  data  did  indicate,  however,  that  PSRO  review  tends  to  be  asso- 
ciated with  increases  in  case  mix  severity  for  Medicaid  patients,  but  not  for  Medi- 
care patients.  This  severity  finding,  while  tenative  because  of  methodological  rea- 
sons, does  suggest  that  PSROs  may  be  causing  bed  days  to  be  utilized  more  effi- 
ciently. 

Medical  Care  Evaluations 

Medical  Care  Evaluation  studies  are  intensive  retrospective  reviews  of  health  care  in 
which  the  staff  of  a  PSRO  or  a  delegated  hospital  apply  explicit  criteria  to  a  sample 
of  patient  records  in  a  selected  topic  area,  document  reasons  for  variations  from  the 
criteria,  and  perform  a  reaudit  to  see  that  deficiencies  have  been  corrected.  Medical 
Care  Evaluation  studies  may  be  conducted  within  individual  hospitals  or  across 
groups  of  hospitals. 

The  MCE  component  of  a  PSRO  has  typically  been  implemented  about  one-year  af- 
ter the  implementation  of  concurrent  review.  Data  on  MCE  implementation  are  avail- 
able through  quarterly  activity  reports  submitted  by  the  PSROs  to  the  PMIS.  As  of 
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June  1,  1977,  56  PSROs  had  reported  1,876  MCEs  completed  through  the  initial  audit 
for  the  calendar  years  1975  and  1976.  The  numbers  completed  per  quarter  are  contin- 
ually growing;  the  latest  figures  indicate  1,342  audits  were  done  in  the  first  quarter  of 
1977.  Equal  proportions  of  topics  have  been  chosen  in  medical  and  surgical  areas 
(about  45%  each),  with  the  remaining  9%  of  studies  examining  administrative  and 
miscellaneous  procedures.  Myocardial  infarction  pneumonia,  cholecystectomy,  and 
appendectomy  were  the  four  most  frequently  audited  topic  categories,  with  the  top 
20  topic  categories  accounting  for  over  half  of  studies  reported. 

When  a  sample  of  37  complete  MCEs  was  examined  (including  both  audit  and  reau- 
dit,  done  on  the  four  most  frequent  topic  categories),  it  was  found  that  100%  of  the 
studies  revealed  deficiencies  in  care  and  that  68%  of  these  deficiencies  had  been 
removed  by  the  time  of  the  reaudit.  The  main  problems  occurred  in  the  areas  of  di- 
agnosis, treatment,  appropriateness  of  utilization,  outcome,  and  documentation  of 
care.  Medical  care  evaluation  studies  which  have  completed  the  full  cycle  thus  de- 
monstrate that  such  audits  and  reaudits  can  effectively  identify  and  correct  problems. 
As  of  June  1,  1977,  however  only  132  of  these  full-cycle  studies  had  been  entered 
into  the  PMIS. 

Looking  at  the  larger  sample  of  2,876  studies  reported  only  through  the  initial  audit, 
it  was  found  that  the  topics  selected  correspond  to  the  most  frequent  causes  of  hos- 
pital admission.  Thus,  in  selecting  topics  the  hospitals  and  PSROs  are  choosing  those 
which  involve  the  greatest  number  of  patients,  providers,  and  resources.  It  appears 
that  such  a  rationale  for  topic  selection  is  likely  to  reveal  problems  in  care  by  the 
sheer  magnitude  of  the  topics  addressed.  It  is  not  clear  at  this  time  whether  topics 
are  chosen  to  address  perceived  problems  in  care  at  the  hospital  level,  or  that  the 
topics  selected  are  on  the  whole  adequately  focused.  Early  information  indicates  that 
actions  recommended  as  a  result  of  MCEs  are  being  implemented  to  remove  prob- 
lems in  care.  Because  of  a  lack  of  reaudits,  PSROs  are  not  currently  aware  of  the 
degree  to  which  their  corrective  actions  are  successful. 

Secondary  Effects 

The  evaluation  primarily  addresses  the  effects  of  PSRO  on  utilization  control,  dollars 
spent  for  medical  care  and  reviews,  and  on  the  quality  of  the  care  delivered.  There 
may  be  other  effects  of  the  program  which  are  no  less  real  but  which  are  more  diffi- 
cult to  quantify.  The  following  impressions  were  gathered  by  OPEL  from  observa- 
tions, the  literature,  and  interviews  with  program  personnel: 

•  Participation  in  PSRO  activities,  such  as  criteria  development,  medical  care  evalu- 
ation, and  profile  analysis,  is  felt  to  have  an  educational  effect  for  physicians  with 
respect  to  consciousness  of  the  system  consequences  (cost,  utilization,  quality)  of 
clinical  practice. 

•  Similarly,  these  activities  may  improve  the  quality  of  care  by  requiring  physicians 
to  meet  and  deliberate  on  optimum  clinical  procedures,  often  requiring  them  to 
reexamine  the  assumptions  underlying  the  way  they  practice  medicine. 

•  Courses  in  medical  care  appraisal,  no  doubt  stimulated  by  the  existence  of 
PSROs,  are  beginning  to  be  offered  in  some  medical  schools  and  schools  of  public 
health,  thereby  markedly  increasing  the  number  of  physicians  who  will  consider 
the  systemwide  implications  of  their  personal  medical  practice  in  the  future. 

•  Many  observers  feel  that  PSRO  has  pressured  physicians  to  improve  their  docu- 
mentation of  care.  The  exposure  of  these  records  to  systematic  peer  review  has 
increased  the  ability  of  the  medical  staff  to  judge  the  quality  of  the  work  per- 
formed by  its  members. 


•  The  existence  of  PSRO  administrative  structures  and  information  systems  has,  in 
several  instances,  facilitated  the  implementation  of  other  changes  in  the  health 
care  system.  Professional  Standards  Review  Organizations  are  usually  better 
equipped  than  previous  physician  organizations  to  influence  and  assist  such  bodies 
as  health  systems  agencies,  planning  agencies,  and  cost  commissions. 

Private  Initiative  in  PSRO 

A.  Study  Objectives 

The  overall  goal  of  this  privately  sponsored  evaluation  is  to  influence  PSRO  policy 
development  by  clarifying  the  respective  roles  of  the  public  and  private  sectors  in 
quality  assurance  and  public  accountability.  This  general  goal  was  translated  into  a 
plan  of  action  to  create  six  different  PSRO  prototypes.  Each  demonstration  site  then 
addressed  the  following  subjects: 

—The  incorporation  of  quality  assurance  into  the  concurrent  reviews  required  of 
PSROs. 

—The  level  of  participation  in  PSRO  by  representatives  of  the  general  public. 

—The  effects  of  PSRO  reviews  and  Private  Initiative's  quality  assurance  study  on 

utilization  and  hospital  reimbursements. 
—The  operating  costs  of  PSROs. 

—Other  major  PSRO  related  issues,  such  as  confidentiality  of  data  and  the  impact  of 
PSRO  on  malpractice  suits. 

B.  Study  Limitations 

Five  demonstration  sites  were  ultimately  selected  with  a  variety  of  circumstances. 
Two  were  statewide,  two  were  metropolitan  and  one  was  predominantely  suburban- 
rural.  The  primary  objective,  that  of  creating  and  evaluating  alternate  models  of 
PSROs,  was  not  met  and  so  essentially  case  studies  were  developed  of  five  PSROs 
as  they  were  implemented  under  strong  Federal  direction. 

The  special  study  of  quality  assurance  was  conducted  as  planned,  but  the  cost  study 
component  was  limited  to  a  description  of  the  impact  of  PSRO  reviews  on  hospital 
utilization  and  reimbursements  under  the  Medicaid  and  Medicare  programs.  Special 
studies  were  conducted  on  some  of  the  major  issues  raised  by  the  PSRO  program. 

C.  Study  Findings 

An  experiment  was  conducted  in  68  hospitals  for  8-12  months  to  determine  whether 
"concurrent  quality  assurance"  (CQA)  would  increase  adherence  to  essential  criteria 
for  seven  common  diagnoses  and  whether  this  would  improve  the  immediate  out- 
comes for  those  patients.  In  one  PSRO,  CQA  definitely  increased  the  recording  of 
pertinent  information  and  in  all  five  PSROs  adherence  to  essential  criteria  to  treat- 
ment was  slightly  greater  in  experimental  hospitals  as  compared  with  the  controls. 
The  degree  of  pertinent  detail  in  the  medical  record  did  not  relate  to  immediate  out- 
comes of  care,  but  a  consistent  relationship  was  found  between  essential  treatment 
criteria  and  improved  care  results. 

In  the  Colorado  PSRO,  total  days  of  care  per  1,000  enrollees  for  Medicaid  patients 
were  reduced  by  11%  from  1973  through  1975,  but  the  average  length  of  stay  in- 
creased by  2%.  For  Medicare  admissions  during  the  same  period  as  above,  the  total 
days  of  care  per  1,000  beneficiaries  decreased  by  27%  and  the  average  length  of  stay 
decreased  by  5%. 


25 


Only  average  length  of  stay  data  were  available  for  the  Baltimore,  Maine  and  Area  9 
PSRO  of  New  York  projects.  In  Maine  and  Area  9  PSRO  of  New  York,  the  PSRO 
reviews  were  the  first  concurrent  review  ever  applied  in  their  hospital.  During  the  first 
year  of  PSRO  the  average  length  of  stay  for  Medicare  patients  decreased  in  both  pro- 
jects by  approximately  a  half  day. 

Analysis  of  data  on  reimbursement  of  hospitals  for  covered  charges  for  both  the 
Medicare  and  Medicaid  programs  disclosed  no  relationship  between  the  reduced  utili- 
zation and  the  charges  and  reimbursements,  which  continued  to  increase  each  year. 
This  is  not  unexpected  because  PSROs  are  not  involved  in  the  negotiatioins  between 
hospitals  and  fiscal  intermediaries  that  set  the  reimbursement  rates  for  hospitals  and 
they  do  not  control  how  hospitals  allocate  costs. 

ELI.  PSRO  Assessments 

During  FY  1977  a  number  of  indepth,  multi-disciplined  assessments  of  individual  PSROs 
were  conducted.  Below  is  an  example  of  the  type  of  findings  of  these  reviews: 

— Assessment  of  the  South  Carolina  Medical  Care  Foundation 

The  South  Carolina  Medical  Care  Foundation  (SCMCF)  was  the  second  of  nine  PSROs 
assessed  by  HSQB  in  FY  1977  and  also  assessed  by  other  agencies. 

Three  independent  studies  have  documented  the  impact  of  PSRO  review  activities  on  the 
Utilization  of  acute  hospital  care  in  South  Carolina.  The  Medicare  Fiscal  Intermediary 
found  that  the  ALOS  decreased  0.45  days  in  1  year  for  Medicare  patients,  in  hospitals 
under  PSRO  review,  as  compared  to  an  average  decline  of  0.15  days  in  hospitals  not  un- 
der review.  The  Medicaid  State  Agency  found  that  ALOS  for  16  different  diagnoses  de- 
creased on  the  average  of  1  day  for  Medicaid  patients  under  PSRO  review.  And,  the 
PSRO  found  that  its  overall  ALOS  was  lower  than  the  PAS  Southern  Regional  Norms  for 
11  of  15  diagnostic  groups  studied. 

IV.  Evaluation  Plan  for  FY  1978 

Based  on  the  initial  comprehensive  evaluation  plan  and  the  experience  gained  in  FY  1977,  a 
number  of  studies  will  be  conducted  in  FY  1978.  Followup  on  the  Medicare  analysis  from 
the  OPEL/HSA  study  will  be  conducted.  Also,  an  intensive  review  of  the  MCE  component 
will  be  initiated.  Indepth  studies  will  be  conducted  of  the  "best"  PSROs  to  validate  their 
studies  and  to  determine  what  can  be  transferred  to  other  PSROs  to  improve  overall  pro- 
gram performance. 

Attached  as  Appendix  D  is  an  outline  of  the  specific  projects  proposed. 
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PROGRAM  PRIORITIES  FOR  FISCAL  YEAR  1978 

The  PSRO  program  is  now  ready  to  move  from  a  developmental  phase  into  a  performance 
mode.  Consequently,  priorities  for  FY  1978  emphasize  program  performance  and  impact  rather 
than  program  initiation.  The  specific  activities  are  directed  toward  improving  review  perform- 
ance and  program  management. 

I.     Improving  Review  Performance 

The  strategy  for  improving  review  performance  involves  two  interrelated  activities: 

— Setting  and  achieving  objectives  tailored  to  specific  local  problems  with  utilization  or 

quality  of  care  in  the  context  of  national  goals,  and 
— Modifying  and  refining  review  methodologies. 

No  single  set  of  national  objectives  can  be  set  for  the  PSRO  program  at  the  present  time. 
Regional  variation  in  factors  such  as  hospital  utilization  leads  to  the  conclusion  that  local 
goals,  established  in  the  context  of  national  concerns,  are  the  best  way  to  achieve  im- 
provement in  the  impact  of  PSRO  review.  PSROs  can  then  adapt  review  methodologies  to 
address  the  particular  objectives. 

A.  Objective  Setting 

Each  PSRO  will  identify  known  or  suspected  problems  in  local  health  care  practices 
which  affect  the  quality  or  cost  (or  both)  of  health  care  services.  The  PSRO  will  then 
set  clear,  measurable  observable  objectives  based  on  the  locally  identified  problems. 
Examples  of  acceptable  objectives  are  a  specific  amount  of  reduction  in  length  of 
stay  or  a  specific  degree  of  improvement  in  a  well-defined  poor  medical  practice. 

To  assist  PSROs  in  identifying  local  problems,  Medicare  utilization  data  have  been 
compiled  for  PSRO  use  (Appendix  E).  These  data  illustrate  variations  in  health  care 
utilization  patterns  and  can  be  used  by  PSROs  as  a  tool  to  determine  the  aspects  of 
utilization  requiring  emphasis  in  the  review  process.  In  addition,  regional  and  central 
office  staff  will  be  trained  to  provide  technical  assistance  to  PSROs  in  defining  and 
meeting  goals  based  on  locally  identified  problems.  The  program  managers  will  evalu- 
ate the  success  of  individual  PSROs  based  on  objectives  set  and  achieved.  The  deci- 
sion to  continue  funding  a  PSRO  will  be  directly  related  to  this  evaluation  of  the 
PSRO's  local  impact. 

B.  Improving  Review  Methodologies 

The  following  techniques  are  designed  to  strengthen  PSROs'  capability  to  address 
objectives  in  a  targeted,  specialized  manner: 

1)  Focused  Review 

Statutory  requirements  to  make  determinations  on  all  care  subject  to  review  can 
be  met  by  carefully  focusing  review.  A  policy  instruction  has  been  issued  to  all 
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PSROs,  requiring  them  to  concentrate  efforts  on  the  more  difficult  cases.  The  time 
for  a  PSRO  to  begin  focusing  its  review  activities  is  before  it  is  fully  implemented 
and  a  full  complement  of  reviewers  has  been  employed,  because  the  savings  expe- 
rienced from  focusing  are  basically  in  personnel  costs.  Therefore,  fewer  staff  are 
required. 

2)  Profile  Development 

PSROs  are  required  to  develop  and  analyze  practitioner,  patient  and  institutional 
"profiles"  in  order  to  identify  patterns  of  unnecessary  utilization  or  poor  care.  To 
generate,  profile  data,  a  PSRO  must  have  both  an  automated  data  system  and  a  sig- 
nificant amount  of  reviews  completed.  Currently,  there  are  approximately  70 
PSROs  that  meet  these  two  criteria,  and  by  the  end  of  FY  78,  it  is  anticipated  that 
approximately  100  PSROs  will  be  in  a  position  to  generate  and  analyze  profiles. 
DHEW  is  providing  technical  assistance  to  guide  PSROs  in  the  most  effective 
manner  of  using  their  data,  and  minimum  profiles  are  required  from  each  PSRO 
that  has  a  data  base  on  institutions  and  practitioners  within  its  area. 

3)  Medical  Care  Evaluation  Studies  (MCEs) 

MCEs  are  the  primary  mechanism  that  PSROs  currently  use  in  order  to  measure, 
as  well  as  to  effect,  changes  in  the  quality  of  care.  Based  upon  objective  criteria, 
MCEs  audit  specific  problem  areas,  and  the  PSRO  is  expected  to  take  the  appro- 
priate action  or  correct  the  problem.  Subsequently,  the  problem  is  reevaluated  to 
determine  the  degree  of  change.  In  FY  1978,  a  study  will  be  carried  out  to  deter- 
mine the  effect  of  MCEs  on  the  quality  of  care.  It  will  identify  the  number  and 
kind  of  MCEs  being  done  and  analyze  the  relevance  of  the  subject  areas  selected 
in  tests  of  patient  outcomes  and  costs.  Changes  in  physician  practices  due  to 
MCEs  will  also  be  assessed.  The  results  of  this  study  will  then  be  used  to  guide 
the  PSROs  in  their  selection  of  "high  impact"  MCE  topics  and  will  also  assist 
DHEW  in  its  monitoring  of  PSROs. 

4)  Review  of  Other  Hospital  Services 

PSROs  are  now  beginning  to  expand  their  hospital  review  activities  to  the  review 
of  other  hospital  services,  such  as  ancillary  services  and  emergency  rooms.  Guide- 
lines are  being  developed  now  by  the  HSQB  for  the  review  of  these  types  of  serv- 
ices and  a  few  model  projects  are  underway.  Such  review  has  the  potential  for 
significant  impact  (to  the  extent  such  services  are  inappropriate  or  over-utilized), 
since  these  services  represent  a  sizable  portion  of  hospital  activities  and  costs. 

Program  management's  contribution  to  improving  review  can  be  illustrated  through 
the  example  of  a  problem  of  national  concern.  A  variety  of  studies  have  been  carried 
out  that  appear  to  indicate  the  existence  of  unnecessary  surgery  in  the  United  States. 
The  data  that  have  been  collected  thus  far  suggest  that  there  are  also  variations  in 
surgical  rates  between  geographical  areas  as  well  as  between  prepaid  and  fee-for- 
service  surgery,  and  this  topic  has  aroused  great  interest.  PSROs  are  already  partici- 
pating in  the  review  of  the  medical  necessity  for  surgery  and  in  efforts  to  encourage 
patients  to  seek  a  second  opinion  before  undergoing  surgery. 

Various  activities  are  underway  to  strengthen  PSRO  review  of  surgical  services.  At 
the  Federal  level,  HEW  will  be  negotiating  to  develop  sample  screening  criteria  for 
justification  for  surgery  that  can  be  used  to  assist  PSROs  in  the  preparation  of  their 
local  criteria  sets.  HSQB  is  also  in  the  process  of  preparing  a  transmittal  to  be  sent 
to  all  PSROs  that  will  provide  guidance  on  the  review  of  physician  services.  PSROs 
will  be  urged  to  define  specific,  measurable  objectives  addressing  local  problems  with 
unnecessary  surgery  and  apply  appropriate  review  techniques  to  accomplish  the 
objectives. 


The  following  steps  have  been  completed  or  are  being  taken: 

(1)  development  of  criteria  for  the  1 1  most  common  procedures; 

(2)  preparation,  analysis,  and  distribution  of  surgical  rate  variation  data  to  the  Na- 
tional PSR  Council  and  PSROs; 

(3)  increase  PSRO  awareness  of  the  importance  of  review  of  surgical  services; 

(4)  evaluate  PSRO  review  of  surgery  through  the  objective  setting  process  and  obser- 
vation of  rate  changes;  and 

(5)  assure  that  PSROs  are  performing  profile  analysis,  including  surgery,  and  are  fol- 
lowing up  on  the  findings. 

Appendix  F  of  this  report  contains  sample  screening  criteria  to  determine  the  medi- 
cal necessity  of  1 1  surgical  procedures. 

Improving  Program  Management 

A  second  major  area  selected  for  improvement  as  a  FY  1978  priority  is  program  manage- 
ment. Special  emphasis  are  being  placed  on  fiscal  soundness,  improved  management  in- 
formation, and  increasing  linkages  with  HSA  and  State  Medicaid  agencies. 

A.  Financial  Management 

A  decrease  in  unit  costs  for  review  is  a  major  commitment  to  be  accomplished 
through  both  tighter  budgeting  and  better  control  over  delegated  hospital  costs.  Cri- 
teria are  being  developed  and  refined  to  guide  Regional  Office  personnel  in  the  entire 
budget  planning  process,  he  goal  is  to  minimize  unit  costs  and  overhead  by  defining 
acceptable  cost  variables  which  can  be  adjusted  to  the  operations  of  an  individual 
PSRO. 

Direct  HEW  audits  are  being  made  as  supplements  to  independent  audits  of  PSROs, 
and  reaudits  of  those  found  deficient  on  the  initial  HEW  audit  will  be  made. 

In  addition,  individual  PSRO  costs  will  be  analyzed  to  identify  efficient  operations. 
The  findings  of  this  analysis  will  permit  the  sharing  of  cost-saving  techniques  with  all 
PSROs. 

B.  The  PSRO  Management  Information  System  (PMIS) 

The  PSRO  Management  information  System  (PMIS)  is  a  critical  tool  for  improving 
program  management.  The  system  is  designed  to  provide  information  on  review  ac- 
tivities, PSRO  operational  costs  and  hospital  discharge  data  on  each  case  reviewed. 
PSROs  use  this  information  for  local  management  purposes.  The  analysis  of  this  in- 
formation at  the  Federal  level  is  intended  to  serve  program  management  purposes 
and  provide  feedback  to  PSROs  on  their  comparative  status.  Regular  reports  will 
serve  to  advise  the  PSROs,  as  well  as  permit  more  thorough  monitoring  in  order  to 
judge  the  performance  of  PSROs  and  to  allow  them  to  compare  their  performance 
with  similar  organizations.  PSROs  have  experienced  considerable  difficulty  in  fulfill- 
ing the  PMIS  requirements,  primarily  those  dependent  on  automated  data  systems. 
Therefore,  implementation  of  an  extensive  program  of  technical  assistance  to  PSROs 
is  currently  underway.  It  includes  the  training  of  Regional  Office  personnel  in  the  in- 
tricacies of  data  subcontracting  and  direct  support  to  PSROs  in  the  development  and 
implementation  of  productive  data  systems. 
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PSRO/State  Relationships 


A  major  goal  of  FY  78  is  to  improve  and  increase  State/PSRO  relationships.  The 
enactment  of  P.L.  95-142  (The  Medicare-Medicaid  Anti-Fraud  and  Abuse  Amend- 
ments) in  October  1977,  provided  impetus  to  this  activity  by  legislatively  defining 
the  respective  roles  and  interrelationships  of  States  and  PSROs.  The  amendments 
strengthened  PSROs'  binding  review  authority  and  expanded  PSRO  review  responsi- 
bilites.  States  have  been  given  an  increased  role  in  the  operational  aspects  of  the 
PSRO  program,  including  optional  monitoring  of  PSRO  determinations  and  involve- 
ment by  both  the  State  Medicaid  agency  and  the  Governor's  Office  in  the  develop- 
ment of  PSRO  plans  to  modify  hospital  review  or  initiate  long-term  care  and  ambula- 
tory review.  The  amendments  also  stipulated  that  PSROs  share  data  and  information 
with  States  and  that  the  States  may  contract  with  PSROs  for  the  performance  of  re- 
view responsibilities  in  addition  to  those  required  under  the  PSROs'  contract  with 
HEW.  To  assure  successful  relationships,  a  Memorandum  of  Understanding  (MOU) 
must  be  signed  by  both  parties,  unless  the  Secretary  waives  the  requirement  at  the 
State's  request,  or  unless  a  State  has  refused  to  negotiate  a  MOU  in  good  faith  or  in 
a  timely  manner. 

To  implement  the  provisions  of  the  amendments  applicable  to  PSROs,  the  following 
actions  have  been  taken  or  are  underway: 

1.  A  General  Memorandum  was  issued  on  November  25,  1977,  to  all  PSROs,  ex- 
plaining the  major  features  of  the  amendments  affecting  PSROs  and  instructing 
PSROs  to  initiate  plans  for  implementation. 

2.  PSROs  have  been  asked  to  undertake  review  of  care  provided  in  shared  health 
facilities  as  soon  after  conditional  designation  as  possible. 

3.  A  transmittal  has  been  sent  to  all  PSROs,  specifying  the  data  that  they  are  both 
authorized  and  required  to  disclose  to  State  agencies,  discussing  the  limitations  of 
the  State  with  reference  to  redisclosure,  and  advising  PSROs  on  approaches  to  use 
to  cover  the  costs  involved  in  providing  information. 

4.  A  draft  instruction  has  been  prepared  for  PSROs,  advising  them  on  PSRO/Medi- 
caid  State  agency  relations  and  outlining  the  roles  and  responsibilities  of  PSROs, 
States,  and  other  agencies  under  the  new  statute. 

5.  PSROs  have  been  requested  for  voluntary  assistance  in  Medicaid  and  Medicare 
efforts  to  identify  practitioners  and  providers  who  abuse  those  programs  and  to 
participate  with  the  Office  of  Program  Integrity,  the  single  State  agency  and  the 
Medicare  fiscal  intermediaries  in  developing  the  screening  criteria  and  standards  to 
be  used  in  determining  abuse. 

6.  It  has  been  proposed  that  PSROs  assume  the  role  as  the  prime  source  of  profes- 
sional physician  review  by  advising,  upon  request,  in  suspected  cases  of  abuse. 
The  costs  of  these  services  would  be  covered  under  the  PSRO  contract,  and  a 
professional  liability  insurance  policy  would  be  available  through  the  AAPSRO. 

7.  Relationships  with  Governor's  offices  have  been  established. 

8.  The  Department  is  working  with  the  Medicaid  Bureau  to  identify  where  there  are 
problems  in  negotiating  MOUs  and  to  provide  joint  assistance  in  resolving  the  is- 
sues that  hinder  the  signing  of  MOUs. 

9.  The  Department  is  also  working  closely  with  individual  States  to  develop  monitor- 
ing plans  and  to  implement  monitoring  strategies. 

Many  of  these  activities  will  require  finalization  and/or  continued  emphasis  in  FY 
1978. 


D.     Linkages  Between  PSROs  and  Health  Systems  Agencies  (HSAs) 

The  PSRO  program  is  but  one  of  a  number  of  Government-sponsored  programs 
aimed  at  improving  quality,  rationalizing  resource  allocation,  and  controlling  expendi- 
tures in  the  health  care  system.  Another  major  program  is  the  Health  Planning  and 
Resources  Development  program,  operated  primarily  by  some  200  Health  Systems 
Agencies  around  the  country. 

PSROs  share  with  HSAs  not  only  a  fundamental  purpose,  but  also  a  local/regional 
structure;  and  thus  the  two  types  of  organizations  are  well-suited  to  provide  each 
other  with  advise  and  technical  support  in  areas  of  mutual  interest.  Examples  of  key 
concerns  shared  by  PSROs  and  HSAs  are  the  appropriate  supply  and  utilization  of 
acute  care  and  long-term  care  beds  and  the  proper  application  of  various  health  care 
services  and  technologies.  When  PSROs  and  HSAs  work  together  in  an  organized 
fashion,  both  should  demonstrate  improved  performance  of  their  program-specific 
objectives. 

The  Department  has  undertaken  several  important  activities  aimed  at  promoting  ef- 
fective interaction  between  PSROs  and  HSAs.  In  November  of  1977,  a  policy 
statement  on  PSRO-HSA  Relationships  was  published  which  outlines  the  provisions 
required  in  PSRO-HSA  memoranda  of  agreement  and  covers  such  functions  as  ex- 
change of  data,  PSRO  input  to  HSA  plan  development  and  regulatory  review  activi- 
ties, and  HSA  advice  to  PSROs  in  establishing  review  priorities.  Also,  currently  in 
progress  are  two  contracts,  one  for  the  purpose  of  providing  technical  assistance  to 
PSROs  in  working  with  HSAs  and  the  other  to  evaluate  the  Department's  policies  in 
this  area  and  to  recommend  whether  or  not  further  governmental  action  would  be 
appropriate. 

Progress  in  the  development  of  agreements  has  been  impressive.  Of  a  potential  num- 
ber of  326  (this  number  is  so  large  because  of  the  incongruency  of  many  HSA  and 
PSRO  area  boundaries),  there  are  currently  111  signed  agreements  and  95  draft 
agreements.  This  is  a  major  increase  from  the  total  of  62  signed  and  draft  agree- 
ments reported  in  June  1977.  Therefore,  a  top  priority  of  the  PSRO  program  in  FY 
78  is  to  pursue  vigorously  the  development  of  MOUs  with  both  HSAs  and  State 
agencies. 

III.  Regulatory  Activities  to  Improve  Performance 

Although  not  directly  related  to  the  improvement  of  PSRO  performance,  a  number  of 
additional  activities  will  receive  special  attention  in  FY  78.  These  activities  will  enhance 
the  capability  of  PSROs  to  expand  their  activities  and  consequently  to  achieve  greater 
impact.  They  are  briefly  discussed  below. 

A.  The  Department  will  publish  sanction  regulations  establishing  the  rules  governing  the 
sanctioning  of  violators  of  the  PSRO  statute  and  the  integration  of  PSRO  activities 
with  fraud  and  abuse  agencies. 

B.  The  Department  will  issue  proposed  regulations  governing  the  confidentiality  and 
disclosure  of  PSRO  information.  These  rules  are  expected  to  expand  PSRO  capabili- 
ties to  share  information,  thereby  increasing  interactive  and  cooperative  relationships 
with  other  agencies  and  organizations.  These  rules  also  apply  the  recommendations 
of  the  Privacy  Protection  Study  Commission  to  PSRO  operations. 

C.  The  Department  will  issue  regulations  for  the  designation  of  alternate  PSROs.  Physi- 
cian organizations  have  first  priority  for  designation  as  PSROs.  However,  if  a  physician 
organization  does  not  come  forward  or  is  terminated  for  failure  to  perform  satisfactorily. 
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alternate  organizations  can  be  designated  in  accordance  with  these  regulations.  These  al- 
ternate organizations  provide  a  mechanism  for  ensuring  that  PSROs  will  ultimately  be  es- 
tablished nationwide. 

D.  The  Department  will  issue  regulations  for  awarding  grants  or  assistance  agreements 
to  PSROs  as  the  mechanism  for  funding  the  review  of  federally-financed  patients. 
Grants,  rather  than  contracts,  will  allow  PSROs  greater  flexibility  in  the  development 
and  implementation  of  review  strategies  and  will  streamline  the  solicitation  and 
award  process. 

E.  The  Department  will  issue  final  regulations  on  procedures  for  review  of  hospital 
services.  These  major  regulations  define  PSRO  responsibilities  with  regard  to  concur- 
rent review,  MCE  studies  and  hospital  delegation. 

F.  On  February  22,  1978,  regulations  governing  the  assumption  of  review  responsibility 
by  PSROs  were  issued. 


PART  FIVE 
LEGISLATIVE  RECOMMENDATIONS 


As  the  PSRO  program  evolves,  there  is  an  increasing  perceived  need  to  strengthen  the  role  of 
health  care  practitioners  other  than  physicians.  These  practitioners  provide  health  care  and 
services  reimbursable  under  the  Social  Security  Act  and,  therfore,  subject  to  PSRO  review. 
Presently  there  are  15  disciplines,  representing  1.6  million  health  care  practitioners,  including 
nurses  and  dentists,  that  fall  into  this  category. 

To  clarify  and  define  the  role  of  these  practitioners,  the  following  legislative  amendments  to 
the  PSRO  statute  are  proposed: 

1.  Expansion  of  the  National  Professional  Standards  Review  Council  by  three  members,  one 
dentists,  one  registered  professional  nurse,  and  one  other  health  care  practitioners  other 
than  physician  with  full  voting  privileges  except  on  matters  dealing  with  the  physician 
practice  of  medicine. 

2.  Assurance  that  at  least  one  registered  professional  nurse  will  be  a  member  of  each  statu- 
tory Advisory  Group  to  Statewide  Professional  Standards  Review  Councils  and  to  PSROs 
in  States  without  a  Council. 

3.  Provision  of  an  option  for  local  PSROs  to  include,  in  addition  to  licensed  physicians  and 
osteopaths,  other  independently  licensed  health  care  practitioners  who  are  members  of 
hospital  medical  staffs  and  who  hold  independent  hospital  admitting  privileges.  The  Na- 
tional Professional  Standards  Review  Council  formally  approved  this  recommendation. 


33 


P5RO 

PROJECT 

DIRECTORY 

Ninth  Edition 
July  31, 1978 


U.S.  DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

HEALTH  CARE  FINANCING  ADMINISTRATION 
HEALTH  STANDARDS  AND  QUALITY  BUREAU 


34 


U.S.  DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
HEALTH  STANDARDS  AND  QUALITY  BUREAU 


This  edition  of  the  PSRO  Project  Directory  is  the  official  guide  to  the  PSRO  projects, 
Regional  Office  PSRO  representatives,  Statewide  Support  Centers,  and  Statewide  Profes- 
sional Standards  Review  Councils.  It  has  been  designed  for  use  by  Departmental  personnel 
in  addressing  correspondence  as  well  as  for  State  and  local  governments  involved  in  the 
dynamics  of  PSRO  program  implementation. 

PSRO  projects  are  listed  alphabetically  by  State  indicating  status  (planning  or  conditional), 
PSRO  designated  area,  and  contract  number. 

Corrections  to  addresses  or  status  contained  in  this  Project  Directory  should  be  sent  in 
writing  to: 

Technical  Services 

Health  Standards  and  Quality  Bureau 

Health  Care  Financing  Administration 

Room  1 2-40 

Parklawn  Building 

5600  Fishers  Lane 

Rockville,  Maryland  20857 


REGIONAL  OFFICE  PSRO  REPRESENTATIVES 


I    BOSTON  REGION:     Maine,  Vermont, 
New  Hampshire,  Massachusetts, 
Connecticut,  Rhode  Island 


II    NEW  YORK  REGION:     New  York, 
New  Jersey,  Puerto  Rico, 
Virgin  Islands 


III    PHILADELPHIA  REGION: 

Pennsylvania,  Maryland, 
District  of  Columbia, 
Delaware,  Virginia, 
West  Virginia 


IV    ATLANTA  REGION:  Alabama, 

Georgia,  Mississippi,  Florida, 
South  Carolina,  Tennessee, 
North  Carolina,  Kentucky 


V    CHICAGO  REGION:  Illinois, 
Indiana,  Ohio,  Michigan, 
Wisconsin,  Minnesota 


VI  DALLAS  REGION:  Louisiana, 
Arkansas,  Oklahoma,  Texas, 
New  Mexico 


VII    KANSAS  CITY  REGION:  Missouri, 
Iowa,  Kansas,  Nebraska 


Edward  J.  Montminy 
Alternate:     M.  Linwood  Parsons 
John  F.  Kennedy  Federal  Building 
Room  14-01,  Government  Center 
Boston,  Massachusetts  02203 
Phone:     (617)  223-5807 

F.  Lawrence  Clare,  M.D. ,  MPH 
Alternate:     Jean-Marie  Moore 
Federal  Building,  Room  3821 
26  Federal  Plaza 
New  York,  New  York  10007 
Phone:     (212)  264-4680 

Dillard  G.  Mills 
Alternate:     Anne  S.  Jamieson 
P.O.  Box  8450 
Room  3200 

Philadelphia,  Pennsylvania  19101 
Phone:     (215)  596-6603 

Charles  F.  Coker 
Alternate:     C.  Dexter  Kimsey 
101  Marietta  Tower 
Room  502-A 

Atlanta,  Georgia  30323 
Phone:     (404)  221-2115 

Robert  Goodnow 
Alternate:     Dorothy  Collins 
175  West  Jackson,  RM941 
Chicago,  Illinois  60604 
Phone:     (312)  886-3642 

William  Richards,  M.D. 

Alternate:     Barry  Flynn 

1200  Main  Tower  Building,  RM2335 

Dallas,  Texas  75202 

Phone:     (214)  767-6301 

Sam  D.  Wheeler 

Alternate:     Dana  Peep 

Federal  Office  Building 

601  East  12th  Street 

5th  Floor  Northwest 

Kansas  City,  Missouri  64106 

Phone:     (816)  374-5746 
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VIII    DENVER  REGION:     Colorado,  Utah, 
Wyoming,  South  Dakota,  North 
Dakota,  Montana 


IX    SAN  FRANCISCO  REGION: 

California,  Nevada,  Arizona, 
Guam,  Hawaii,  Samoa 


Robert  Chandler,  M.D. 
Alternate:    Tom  Langan 
Federal  Building 
1961  Stout  Street,  Room  11037 
Denver,  Colorado  80294 
Phone:     (303)  837-3521 

Arnold  S.  Milstein,  M.D. 
Alternate:    Richard  King 
100  Van  Ness 
21st  Floor 

San  Francisco,  California  94102 
Phone:     (415)  556-8700 


X    SEATTLE  REGION:  Washington, 
Oregon,  Idaho,  Alaska 


Steven  D.  Helgerson,  M.D. 

Alternate:    Barbara  Lovero 

Arcade  Plaza  Building 

1321  Second  Avenue 

Mail  Stop  632 

Seattle,  Washington  98101 

Phone:     (206)  442-1734 
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ALABAMA 


Single  PSRO  Area 

CONDITIONAL  Alabama  Medical  Review,  Inc.  HSA-105-74-89 

1612  Tenth  Avenue,  South 
Birmingham,  Alabama  35205 
Phone:     (205)  933-7225 
Executive  Director:    Robert  L.  King 


ALASKA 

Single  PSRO  Area 

CONDITIONAL  Alaska  Professional  Review  HSA-105-74-111 

Organization 
4050  Lake  Otis  Parkway,  Suite  211 
Anchorage,  Alaska  99504 
Phone:     (907)  279-4536 
Executive  Director:    Lysbeth  Glaser 


ARKANSAS 

Single  PSRO  Area 

CONDITIONAL  Arkansas  Foundation  for  HSA-105-74-53 

Medical  Care 
P.O.  Box  1512 
220  North  12th  Street 
Fort  Smith,  Arkansas  72902 
Phone:     (501)  785-2471 
Executive  Director:     Paul  C.  Schaefer 


ARIZONA 


Two  PSRO  Areas 
PLANNING 
Area  I 


CONDITIONAL 


Area  II 


Northern  Arizona  Medical 
Evaluation  System 
2025  North  Central  Avenue 
Phoenix,  Arizona  85004 
Phone:     (602)  257-9090 

Executive  Director:     George  E.  Stavros,  M.D. 


Greater  Southern  Arizona  PSRO,  Inc. 

4400  East  Broadway,  Suite  307 

Tucson,  Arizona  85711 

Phone:     (602)  881-7770 

Executive  Director:     Thomas  P.  Finley 


HCFA-500-77-0020 


HCFA-500-77-0019 
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CALIFORNIA 

Twenty-eight  PSRO  Areas 


PLANNING 
Area  VI 

Area  VII 

Area  XI 

Area  XIX 

Area  XXVI 


Area  XXVIII 

CONDITIONAL 
Area  I 


lid-Peninsula  PSRO  HCFA-500-77-0014 

1670  South  Amphlett  Boulevard,  Suite  200 

San  Mateo,  California  94402 

Phone:     (415)  574-8687 

Executive  Director:     David  Knetzer 


East  Bay  PSRO  HCFA  500-78-0024 

1717  North  California  Boulevard,  Suite  2F 
Walnut  Creek,  California  94596 
Phone:     (415)  937-9800 

Medical  Director:     Maurice  Sandler,  M.D. 

Fresno-Madera  PSRO,  Inc.  240-77-0069 

3425  North  First  Street,  Room  E-19 

Fresno,  California  93726 

Phone:     (209)  229-6545 

Project  Director:     Naomi  Kumagai 

Area  XIX  PSRO  240-77-0055 

432  East  10th  Street 

Long  Beach,  California  90813 

Phone:     (213)  436-1256 

Project  Director:     Joanne  Perler 

Orange  County  PSRO  XXVI  HCFA  500-78-0026 

P.O.  Box  1297 

300  South  Flower  Street 

Orange,  California  92668 

Phone:     (714)  639-3575 

Executive  Director:     Don  E.  Rosenthal 


San  Diego/Imperial  PSRO  HCFA  500-78-0025 

3702  Ruffin  Road 

San  Diego,  California  92123 

Phone:     (714)  565-2033 

Executive  Director:     Howard  H.  Schmidt 


Redwood  Coast  Region  PSRO  HSA-105-74-41 

3416  Mendocino  Avenue 

Santa  Rosa,  California  95401 

Phone:     (707)  528-8585 

Executive  Director:     Anne  Martin 
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Area  II  Superior  California  PSRO  240-77-0025 

813  East  Fifth  Avenue 
Chico,  California  95926 
Phone:     (916)  895-3266 
Executive  Director:    Robert  G.  Britton 

Area  III  North  Bay  PSRO  HSA-105-74-45 

4460  Redwood  Highway,  Suite  9 
P.O.  Box  #4344 

San  Rafael,  California  94903 

Phone:     (415)  472-7771 

Executive  Director:     Janet  Connaughton 

Area  IV  Greater  Sacramento  PSRO  240-75-0044 

650  University  Avenue 
Sacramento,  California  95825 
Phone:     (916)  929-8854 
Executive  Director:     Reginald  Claytor 

Area  V  San  Francisco  Peer  Review  HSA- 105-74-85 

Organization,  Inc. 
1375  Sutter  Street,  Suite  402 
San  Francisco,  California  94109 
Phone:     (415)  775-3262 

Administrative  Director:     Todd  A.  Anderson 

Area  VIII  San  Joaquin  Area  PSRO  HSA-105-74-179 

555  West  Benjamin  Holt  Drive,  Suite  421 
P.O.  Box  1972 

Stockton,  California  95201 
Phone:     (209)  951-6711 
Executive  Director:    Dan  Sheehy 

Area  IX  Santa  Clara  Valley  PSRO  HSA-105-74-47 

700  Empey  Way 

San  Jose,  California  95128 

Phone:     (408)  294-2120 

Executive  Director:    Harlan  C.  Bennett 

Area  X  Stanislaus-Merced-Mariposa  PSRO,  Inc.  HSA-105-74-122 

2030  Coffee  Road,  Suite  A-2 
Modesto,  California  95355 
Phone:     (209)  526-8454 

Chief  Executive  Officer:     Paul  0.  Humbert  Jr. 

Area  XII  Monterey  Bay  Area  PSRO  HSA- 105-74-31 

19040  Portola  Drive 
P.O.  Box  308 

Salinas,  California  93902 

Phone:     (408)  455-1833 

Executive  Director:    Edgar  H.  Colvin 
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Tulare-Kings  PSRO 
5605  Hillsdale  Drive 
Visalia,  California  93277 
Phone:     (209)  733-7643 

Executive  Director:    Ford  K.  McGean,  Ph.D. 


240-77-0046 


Kern  County  PSRO,  Inc.  H 
1314  17th  Street 
Bakersfield,  California  93301 
Phone:     (805)  327-3711 

Executive  Director:    Elaine  Rabel,  R.N. ,  P.H.N. 


HSA-105-74-34 


Academy  for  Professional  Standards 
22700  Cooley  Drive 
Colton,  California  92324 
Phone:     (714)  825-8213 


240-75-0094 


Executive  Director:     Rick  Willis 


PSRO  of  Santa  Barbara  and 


HSA-105-74-87 


San  Luis  Obispo  Counties 
17  West  Carrillo 

Santa  Barbara,  California  93101 

Phone:     (805)  965-1066 

Executive  Director:    James  W.  Webb 

Ventura  Area  PSRO,  Inc.  HSA- 105-74-32 

3585  Maple  Street,  Suite  232 
Ventura,  California  93003 
Phone:     (805)  647-0750 

Administrative  Director:    Richard  E.  Michel 

Area  XVIII  PSRO  240-77-0049 

221  East  Walnut  Street,  Suite  279 

Pasadena,  California  91101 

Phone:     (213)  449-6919 

Executive  Director:    Donald  F.  Miller 

California  Area  XX  PSRO  240-75-0093 

15250  Ventura  Boulevard,  Suite  810 

Sherman  Oaks,  California  91403 

Phone:     (213)  995-0805 

Executive  Director:    Lila  L.  Marcus, 

PSRO  of  California  Area  21,  Inc.  240-75-0092 

525  South  Myrtle,  Suite  202 

Monrovia,  California  91016 

Phone:     (213)  357-5031 

Executive  Director:     Lorna  Amundson 

Area  XXII  PSRO  240-75-0086 

12301  Wilshire  Boulevard,  Suite  203 

Los  Angeles,  California  90025 

Phone:     (213)  820-7031 

Executive  Director:     Gerald  P.  Baldauf 


Area  XXIII 


Area  XXIV 


California  PSRO  Area  XXIII 

23840  Hawthorne  Boulevard,  Suite  100 

Torrance,  California  90505 

Phone:     (213)  378-2248 

Executive  Director:  Christopher  P.  Robson 
Area  XXIV  PSRO 

3450  Wilshire  Boulevard,  10th  Floor 
Los  Angeles,  California  90010 
Phone:     (213)  389-1267 
Executive  Director:    Marvis  Oehm 


240-75-0097 


HSA-105-74-210 


Area  XXV 


Area  XXVII 


STATEWIDE  COUNCIL 


Beverly  Hills  Area  XXV  PSRO 

7060  Hollywood  Boulevard,  Suite  308 

Hollywood,  California  90028 

Phone:     (213)  464-4355 

Executive  Director:     Lois  J.  Kipp 

Riverside  County  PSRO 

6833  Indiana  Avenue 

Riverside,  California  92506 

Phone:     (714)  686-0200 

Executive  Director:     Paul  S.  Parry 

California  Statewide  PSR  Council 
1  California  Street,  Suite  2810 
San  Francisco,  California  94111 
Phone:     (415)  434-4369 
Executive  Secretary:     Hugh  McWilliams 


240-77-0032 


HSA-105-74-36 


240-77-0081 


COLORADO 

Single  PSRO  Area 

CONDITIONAL  Colorado  Foundation  for  Medical  Care  HSA-105-74-190 

1601  East  19th  Avenue 
Denver,  Colorado  80218 
Phone:     (303)  861-1221 

Executive  Vice  President:     Donald  Derry 


CONNECTICUT 

Four  PSRO  Areas 
CONDITIONAL 

Area  I  PSRO  of  Fairfield  County,  Inc.  HSA-105-74-182 

60  Katona  Drive 
Fairfield,  Connecticut  06430 
Phone:     (203)  576-1214 

Executive  Director:    Merill  Ann  Weinstein 
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Area  II 


Area  III 


Connecticut  Area  II  PSRO,  Inc. 
8  Lunar  Drive 

Woodbridge,  Connecticut  06525 
Phone:     (203)  389-5781 

Executive  Director:     John  H.  Herder,  Ph.D. 

Hartford  County  PSRO,  Inc. 

1000  Asylum  Avenue 

Hartford,  Connecticut  06105 

Phone:     (203)  525-5383 

Executive  Director:     Norman  Reich 


HSA-105-74-48 


HSA-105-74-55 


Area  IV 


STATEWIDE  COUNCIL 


Eastern  Connecticut  PSRO,  Inc. 
41  Bridge  Street 
Willimantic,  Connecticut  06226 
Phone:     (203)  456-2228 

Administrative  Director:    Donald  E.  Woodbury 

Connecticut  Statewide  Professional 

Standards  Review  Council 
270  Amity  Road,  Suite  126 
Woodbridge,  Connecticut  06525 
Phone:     (203)  397-2764 
Executive  Director:    Frank  Gallagher 


HSA-105-74-33 


HCFA-500-77-0012 


Single  PSRO  Area 
CONDITIONAL 


DELAWARE 


Delaware  Review  Organization 

1800  Pennsylvania  Avenue,  Suite  800 

Wilmington,  Delaware  19806 

Phone:     (302)  654-4488 

Executive  Director:     Paul  L.  Gandillot 


HSA-105-74-166 


DISTRICT  OF  COLUMBIA 

Single  PSRO  Area 

CONDITIONAL  National  Capital  Medical  HSA-105-74-29 

Foundation,  Inc. 
1901  L  Street,  N.W. ,  Suite  600 
Washington,  D.C.  20036 
Phone:     (202)  659-6450 

Executive  Director:     Norman  A.  Fuller,  Ph.D. 
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Twelve  PSRO  Areas 


FLORIDA 


PLANNING 
Area  I 


Area  VI 


Area  VII 

Area  IX 

Area  X 

CONDITIONAL 
Area  II 


Area  III 


Florida  Area  I  Foundation  for  Professional  240-77-0068 

Standards  Review,  Inc. 
P.O.  Box  1758 

Panama  City,  Florida  32401 
Phone:     (904)  769-6101 

Executive  Director:     Donald  A.  Westbrook 

Polk-Highlands-Hardee  Professional  240-77-0091 

Standards  Review  Organization,  Inc. 
P.O.  Box  2215 
1234^  East  Lime  Street 
Lakeland,  Florida  33803 
Phone:     (813)  688-5943 
Executive  Director: 


PSRO  of  Central  Florida,  Inc. 
600  Courtland  Street,  Suite  400 
Orlando,  Florida  32810 
Phone:     (305)  628-1112 
Executive  Director:     Al  Salazar 


HCFA  500-78-0022 


West  Central  Florida  PSRO,  Inc.  HCFA-500-78-0021 
1838  Hillview  Street 
Sarasota,  Florida  33579 
Phone:     (813)  365-3773 

Executive  Director:     Edward  J.  Rupnik,  M.D. 

Foundation  for  Medical  Care,  Inc.  240-77-0087 

5601  Corporate  Way,  Suite  410 

West  Palm  Beach,  Florida  33407 

Phone:     (305)  683-8990 

Executive  Director:    Richard  G.  Lepeska 


Community  Medical  Services  240-77-0030 

Association,  Inc. 
3131  Northwest  13th  Street 
Gainesville,  Florida  32601 
Phone:     (904)  373-0837 

Acting  Executive  Director:     Peggy  J.  Davenport 

Jacksonville  Area  PSRO  240-75-0091 

555  Bishop  Gate  Lane 

Jacksonville,  Florida  32204 

Phone:     (904)  355-9911 

Executive  Director:     C.  Art  Ellis,  Jr. 
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i 

Area  V  Professional  Foundation  for  Health  240-77-0071 

Care,  Inc. 
709  West  Bay  Street 
Tampa,  Florida  33606 
Phone:     (813)  253-0649 
Executive  Director:     Lawrence  Cyment 

Area  XI  Broward-Collier  PSRO  240-77-0078 

1620  South  Federal  Highway 
Bay  Colony  #970 
Pompano  Beach,  Florida  33062 
Phone:     (305)  785-0510 
Executive  Director:     Merle  J.  Griffin 


Area  XII  Dade  Monroe  PSRO,  Inc.  HSA-105-74-64 

2701  South  Bayshore  Drive,  Suite  401 
Miami,  Florida  33133 
Phone:     (305)  858-6871 
Executive  Director:     Gerard  E.  Mayer 


GEORGIA 

Single  PSRO  Area 

PLANNING  The  Georgia  Medical  Care  Foundation  HCFA  500-78-0023 

938  Peachtree  Street,  N.E. 
Atlanta,  Georgia  30309 
Phone:     (404)  875-7254 
Project  Manager:     Lynn  Myers,  R.N. 


HAWAII 

(ALSO  AMERICAN  SAMOA,  GUAM,  TRUST 
TERRITORIES  OF  THE  PACIFIC  ISLANDS) 

Single  PSRO  Area 

CONDITIONAL  Pacific  PSRO,  Inc.  HSA-105-74-35 

320  Ward  Avenue,  Suite  200 
Honolulu,  Hawaii  96814 
Phone:     (808)  531-8102 
Project  Director:    Jon  R.  Won 


IDAHO 

Single  PSRO  Area 

CONDITIONAL  Idaho  Professional  Standards  Review  HSA-105-74-95 

Organization,  Inc. 
427  North  Curtis  Road 
Boise,  Idaho  83704 
Phone:     (208)  377-1910 
Executive  Director:     Ben  Kermmoade 
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Eight  PSRO  Areas 


ILLINOIS 


CONDITIONAL 

Area  I  Northern  Illinois  PSRO  (NIPSRO)  240-77-0016 

310  North  Wyman  Street 
Rockford,  Illinois  61101 
Phone:     (815)  963-5432 
Executive  Director:     Johanna  M.  Lund 


Area  II  Crescent  Counties  Foundation  for  240-77-0044 

Medical  Care 

1470  Farnsworth  Avenue,  Suite  206 
Aurora,  Illinois  60505 
Phone:     (312)  851-8980 

Executive  Director:     David  R.  Kirschman 


Area  III  Chicago  Foundation  for  Medical  Care  HCFA-500-77-0013 

10  South  Riverside  Plaza,  Room  1558 
Chicago,  Illinois  60606 
Phone:     (312)  454-0965 
Executive  Director:     William  D.  Gannon 

Area  IV  Quad  River  Foundation  for  Medical  Care  HSA-105-74-96 

3033  West  Jefferson  Street,  Suite  220 
Joliet,  Illinois  60435 
Phone:     (815)  744-2425 
Executive  Director:    Daniel  D.  Hyland 


Area  V  Mid-State  Foundation  for  Medical  Care,  Inc.  240-77-0005 

P.  0.  Box  1049 
Peoria,  Illinois  61653 
Phone:     (309)  692-6960 
Executive  Director:    Don  M.  Kline 


Area  VI  East  Central  Illinois  Foundation  240-77-0043 

for  Health  Care 
1408  West  University  Avenue 
Urbana,  Illinois  61801 
Phone:     (217)  367-9106 
Executive  Director:     Tom  O'Neil 

Area  VIII  Medical  Utilization  Review  of  240-77-0076 

Southern  Illinois,  Ltd. 
604  Washington 

Johnson  City,  Illinois  62951 

Phone:     (618)  983-5748 

Executive  Director:     Donald  I.  Imhoff 
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Seven  PSRO  Areas 


INDIANA 


CONDITIONAL 

Area  I  Calumet  Area  Professional  Review  HSA-105-74-56 

Organization 
2825  Jewett  Street 
Highland,  Indiana  46322 
Phone:     (219)  923-8614 

Executive  Director:     Charles  C.  Shoemaker 

Area  II  Indiana  Area  II  PSRO,  Inc.  240-77-0013 

2015  Western  Avenue,  Suite  317 
South  Bend,  Indiana  46629 
Phone:     (219)  288-0645 

Executive  Director:     Gregg  A.  Bechtol,  MHA 

Area  III  Indiana  Area  III  PSRO,  Inc.  240-77-0010 

310  Medical  Center  Building 
Fort  Wayne,  Indiana  46802 
Phone:     (219)  424-0677 

Executive  Director:     Michael  A.  Claphan 

Area  IV  Indiana  Area  IV  PSRO,  Inc.  240-77-0018 

308  South  Main  Street 
New  Castle,  Indiana  47362 
Phone:     (317)  529-2010 

Executive  Director:     Elroy  W.  Schulenburg 

Area  V  Indiana  Area  V  PSRO  HSA-105-74-121 

9247  North  Meridian,  Suite  330 
Indianapolis,  Indiana  46260 
Phone:     (317)  291-3460 

Acting  Executive  Director:     Thomas  Hanstrom 

Area  VI  Indiana  Area  VI  PSRO,  Inc.  240-77-0038 

6000  North  13th  Street 
P.O.  Box  5196 

Terre  Haute,  Indiana  47805 

Phone:     (812)  466-5274 

Executive  Director:     Jerome  M.  Kelly 

Area  VII  Southwest  Indiana  Medical  Review  240-77-0037 

Organization,  Inc. 
2425  Highway  41  North,  Suite  403 
Evansville,  Indiana  47727 
Phone:     (812)  425-4387 
Executive  Director:     Vickie  J.  Bennett 
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IOWA 


Single  PSRO  Area 

CONDITIONAL  The  Iowa  Foundation  for  Medical  HSA-105-74-88 

Care,  Inc. 
1005  Grand  Avenue 
West  Des  Moines,  Iowa  50265 
Phone:     (515)  223-1338 
Executive  Director:     Fred  Ferree 


KANSAS 

Single  PSRO  Area 

CONDITIONAL  Kansas  Foundation  for  Medical  Care,  HSA-105-74-92 

Inc . 

1263  Topeka  Avenue 

Topeka,  Kansas  66612 

Phone:     (913)  233-2217 

Executive  Director:     James  E.  Agin 


KENTUCKY 

Single  PSRO  Area 

CONDITIONAL  Kentucky  Peer  Review  Organization,  Inc.  HSA-105-74-40 

Professional  Towers  Building 
4010  Dupont  Circle,  Suite  480 
Louisville,  Kentucky  40207 
Phone:     (502)  896-2111 
Executive  Director:     Paul  Osborne 


LOUISIANA 

Four  PSRO  Areas 
PLANNING 

Area  I  North  Louisiana  Medical  Review  240-77-0008 

Association 

1600  Fairfield,  Suite  210 
Shreveport,  Louisiana  71101 
Phone:     (318)  222-3387 
Executive  Director:     Gary  L.  Calligas 

Area  II  Southwest  Louisiana  Medical  HCFA-500-77-0018 

Review  Association 
224  St.  Landry  Street 
Lafayette,  Louisiana  70506 
Phone:     (318)  233-7400 
Executive  Director:     Huey  P.  Dugas 
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Area  III  Louisiana  Medical  Standards  HCFA-500-77-0017 

Foundation,  Inc. 
7465  Exchange  Place,  Suite  201 
Baton  Rouge,  Louisiana  70806 
Phone:     (504)  923-2078 
Executive  Director:     Leo  Stanley 

Area  IV  Southeast  Louisiana  Medical  Quality  HCFA-500-77-0015 

Review  Foundation,  Inc. 
2620  Jena  Street,  Suite  200 
New  Orleans,  Louisiana  70115 
Phone:     (504)  899-3472 
Executive  Director:     Paul  Perret 


MAINE 

Single  PSR0  Area 

CONDITIONAL  Pine  Tree  Organization  for  HSA-105-74-84 

Professional  Standards  Review,  Inc. 
99  Western  Avenue 
P.  0.  Box  706 
Augusta,  Maine  04330 
Phone:     (207)  622-9368 
Executive  Director:    Ronald  G.  Thurston 


MARYLAND 

Seven  PSR0  Areas 
CONDITIONAL 

Area  I  Western  Maryland  Review  240-75-0085 

Organization,  Inc. 
329  North  Potomac  Street 
Hagerstown,  Maryland  21740 
Phone:     (301)  733-4440 

Executive  Director:     Charles  E.  Stevens 

Area  II  Baltimore  City  Professional  Standards  HSA-105-74-62 

Review  Organization,  Inc. 
2  Hamill  Road,  Suite  339 
Baltimore,  Maryland  21210 
Phone:     (301)  433-8300 
Executive  Director:     Alvin  D.  Ankrum 

Area  III  Montgomery  County,  Maryland  HSA-105-74-49 

Medical  Care  Foundation,  Inc. 
11141  Georgia  Avenue,  Suite  202 
Wheaton,  Maryland  20902 
Phone:     (301)  492-0900 

Executive  Director:     Lee  Elizabeth  Britton 
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Area  IV  Prince  George's  Foundation  for  HSA-105-74-194 

Medical  Care,  Inc. 
6801  Kenilworth  Avenue 
Berkshire  Building,  Suite  310 
Riverdale,  Maryland  20840 
Phone:     (301)  927-3385 
Executive  Director:     David  E.  Brown 

Area  V  Central  Maryland  PSRO,  Inc.  HSA-105-74-61 

8501  LaSalle  Road,  Suite  209 
Credit  Union  Building 
Towson,  Maryland  21204 
Phone:     (301)  828-7200 
Executive  Director:     Frederick  Menosky 

Area  VI  Southern  Maryland  PSRO,  Inc.  HSA-105-74-63 

P.O.  Box  #445 

Edgewater,  Maryland  21037 

Phone:     (301)  224-4144 

Executive  Director:     Curtis  J.  Spicer 

Area  VII  Delmarva  Foundation  for  Medical  HSA-105-74-57 

Care,  Inc. 
108  North  Harrison  Street 
Easton,  Maryland  21601 
Phone:     (301)  822-7223 
Executive  Director:     Peter  J.  Borchardt 

STATEWIDE  COUNCIL       Maryland  Statewide  Professional  240-77-0082 

Standards  Review  Council 
Airport  Investment  Building,  Suite  D-109 
793  Elkridge  Landing  Road 
Linthicura,  Maryland  21090 
Phone:     (301)  796-7330 
Executive  Director:     Judith  Swansburg 


MASSACHUSETTS 

Five  PSRO  Areas 
CONDITIONAL 

Area  I  Western  Massachusetts  PSRO,  Inc.  HSA-105-74-141 

1252  Elm  Street 

West  Springfield,  Massachusetts  01089 
Phone:     (413)  781-8640 

Executive  Director:     Charles  E.  Everett 

Area  II  Central  Massachusetts  PSRO,  Inc.  HSA-105-74-184 

300  Mechanics  Tower 
Worcester,  Massachusetts  01608 
Phone:     (617)  798-8667 
Executive  Director:     Richard  W.  Kaplan 
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Area  III  Charles  River  Health  Care  Foundation  HSA-105-74-177 

25  Walnut  Street 

Wellesley  Hills,  Massachusetts  02181 
Phone:     (617)  235-5399 

Executive  Medical  Director:     Richard  C.  Kerr,  M.D. 

Area  IV  Bay  State  PSRO,  Inc.  HSA- 105-74- 192 

100  Charles  River  Plaza 
Boston,  Massachusetts  02114 
Phone:     (617)  723-2250 
Executive  Director:     Gary  M.  Janko 

Area  V  Southeastern  Massachusetts  PSRO,  Inc.  HSA- 105-74-50 

91  South  Main  Street,  P.O.  Box  676 
Middleboro,  Massachusetts  02346 
Phone:     (617)  947-4358 
Executive  Director:     Paul  R.  Egan 

STATEWIDE  COUNCIL       Massachusetts  Professional  Standards  240-77-0085 

Review  Council,  Inc. 
100  Charles  River  Plaza 
Boston,  Massachusetts  02114 
Phone:     (617)  723-4413 

Executive  Director:     Charles  S.  Amorosino,  Jr. 


MICHIGAN 


Ten  PSRO  Areas 
PLANNING 
Area  II 


Area  IX 


Area  X 


Michigan  Area  II  PSRO 
401  West  Front  Street 
Traverse  City,  Michigan  49684 
Phone:     (616)  946-4143 
Executive  Director:     Jack  Nicely 

Area  IX  Oakland-Macomb  PSRO 

1900  West  Big  Beaver  Road,  Suite  250 

Troy,  Michigan  48084 

Phone:     (313)  649-2075 

Executive  Director:     Frank  Morgan 

Michigan  Area  X 

3207  Stadium  Drive,  Suite  2 

Kalamazoo,  Michigan  49008 

Phone:     (616)  375-7001 

Executive  Director:     Brian  B.  Menlen 


HCFA  500-78-0028 


HCFA-500-77-0016 


240-77-0007 
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CONDITIONAL 


Area  I  Upper  Peninsula  Quality  Assurance  HSA-105-74-159 

Association 
420  West  Magnetic  Street 
Marquette,  Michigan  49855 
Phone:     (906)  228-7685 
Executive  Director:     Bradley  Cory 

Area  III  Western  Michigan  PSRO,  Inc.  240-77-0004 

2422  Burton,  S.E. 
Grand  Rapids,  Michigan  49506 
Phone:     (616)  942-6090 
Executive  Director:    Harry  J.  Parke 

Area  IV  Area  IV  PSRO  of  Michigan  240-77-0020 

7628  Gratiot  Avenue,  Suite  204 
Saginaw,  Michigan  48603 
Phone:     (517)  781-4570 

Executive  Director:    Nicholes  J.  Vandenbelt 

Area  V  Professional  Review  Organization-GLSC  HSA-105-74-106 

920  Metropolitan  Building 
432  North  Saginaw  Street 
Flint,  Michigan  48502 
Phone:     (313)  233-6071 
Executive  Director:  Donald  Blass 

Area  VI  Central  Michigan  Medical  Care  240-77-0050 

Review,  Inc. 
4990  Northwind  Drive,  Suite  210 
East  Lansing,  Michigan  48823 
Phone:     (517)  351-4481 
Executive  Director:     John  E.  Levin 

Area  VII  Area  VII  PSRO  240-77-0040 

210  Collingwood,  Suite  220 
Ann  Arbor,  Michigan  48103 
Phone:     (313)  668-6772 
Executive  Director:    Kirsten  Kingdon 

Area  VIII  Federation  of  Physicians  in  240-75-0119 

Southeastern  Michigan 
New  Center  Building,  Suite  533 
7430  Second  Avenue 
Detroit,  Michigan  48202 
Phone:     (313)  871-5060 
Executive  Director:     James  L.  Lang 
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MINNESOTA 


Two  PSRO  Areas 
CONDITIONAL 
Area  I 


Area  II 


Foundation  for  Health  Care  Evaluation 

20  Washington  Avenue,  Suite  400 

Minneapolis,  Minnesota  55401 

Phone:     (612)  339-6871 

Executive  Director:     Carl  G.  Gustafson 

Professional  Services  Quality 

Council  of  Minnesota 
307  Broadway  Hall 
102  South  Broadway 
Rochester,  Minnesota  55901 
Phone:     (507)  285-9311 

Project  Director:     Mahlon  K.  Burbank,  M.D, 


HSA-105-74-178 


HSA-105-74-163 


MISSISSIPPI 

Single  PSRO  Area 

CONDITIONAL  Mississippi  Foundation  for  Medical  HSA-105-74-195 

Care,  Inc. 
P.O.  Box  4665 

Jackson,  Mississippi  39216 
Phone:     (601)  948-8894 
Executive  Director:     Tom  Buntyn 


Five  PSRO  Areas 
CONDITIONAL 


MISSOURI 


Area  I 


Area  II 


Area  III 


Northwest  Missouri  PSRO 

3044  Gillham  Road 

Kansas  City,  Missouri  64108 

Phone:     (816)  531-3908 

Executive  Director:     Robert  E.  Watkins 

Mid-Missouri  PSRO  Foundation 
1025  Southwest  Boulevard 
P.O.  Box  253 

Jefferson  City,  Missouri  65102 

Phone:     (314)  634-3321 

Executive  Director:     Thomas  Mangus 

Central  Eastern  Missouri  Professional 

Review  Organization  Committee  -  CEMPROC 
4625  Lindell  Boulevard,  Suite  212 
St.  Louis,  Missouri  63108 
Phone:     (314)  367-5900 

Executive  Director:     William  C.  Lindsley 


HSA-105-74-103 


HSA-105-74-46 


HSA-105-74-65 
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Area  IV  MOAF,  Inc.  240-75-0108 

208  Professional  Building 
Springfield,  Missouri  65806 
Phone:     (417)  866-1994 
Exective  Director:     N.L.  McCartney 

Area  V  Southeast  Missouri  PSRO  HSA-105-74-197 

234  North  Sprigg  Street 
Cape  Girardeau,  Missouri  63701 
Phone:     (314)  334-3016 
Executive  Director:     R.  Mike  Kepner 


MONTANA 

Single  PSRO  Area 

CONDITIONAL  Montana  Foundation  for  Medical  Care  240-75-0022 

2717  Airport  Way,  P.O.  Box  5117 
Helena,  Montana  59601 
Phone:     (406)  443-4020 
Executive  Director:     Charles  D.  Hundley 


NEBRASKA 

Single  PSRO  Area 

[No  Contract  Awarded] 


NEVADA 

Single  PSRO  Area 

CONDITIONAL  Nevada  PSRO  HSA- 105-74-91 

3660  Baker  Lane 
Reno,  Nevada  89509 
Phone:     (702)  826-1996 
Executive  Director:     James  W.  Hand 


NEW  HAMPSHIRE 

Single  PSRO  Area 

CONDITIONAL  New  Hampshire  Foundation  HSA-105-74-105 

for  Medical  Care 
The  Durham  Road 
P.O.  Box  680 

Durham,  New  Hampshire  03824 
Phone:     (603)  868-7410 
Director:     Constance  Azzi 
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NEW  JERSEY 


Area  I,  Region  II  PSRO 

2  Shunpike  Road 

Madison,  New  Jersey  07940 

Phone:     (201)  377-8100 

Executive  Director:     Frank  Mahoney 


HSA-105-74-66 


Passaic  Valley  PSRO 

573  Valley  Road 

Wayne,  New  Jersey  07470 

Phone:     (201)  696-3730 

Executive  Director:     John  A.  Riczko 


HSA-105-74-102 


Bergen  County  PSRO 


240-77-0033 


James  E.  Hanson  Building 
235  Moore  Street 
Hackensack,  New  Jersey  07470 
Phone:     (201)  342-0630 

Executive  Director:    Maureen  Leary  Gutenstein 

Essex  Physicians'  Review  HSA-105-74-30 
Organization,  Inc. 
15  Village  Plaza 
South  Orange,  New  Jersey  07079 
Phone:     (201)  763-8300 
Executive  Director:     B.  Marc  Allen 

Hudson  County  PSRO  240-77-0039 

955  West  Side  Avenue 

Jersey  City,  New  Jersey  07306 

Phone:     (201)  435-8822 

Executive  Director:     Larry  W.  Brown 

PSRO  of  Union  County  240-77-0053 

282  South  Avenue 

Fanwood,  New  Jersey  07023 

Phone:     (201)  889-5800 

Executive  Director:     Dennis  J.  Duffy 

Area  VII  Physicians  Review  Organization  240-77-0089 

The  Jefferson  Building 

330  Milltown  Road 

East  Brunswick,  New  Jersey  08816 

Phone:     (201)  238-5570 

Executive  Director:     Martin  P.  Margolies 

Southern  New  Jersey  PSRO  240-75-0099 
1415  Route  70,  Suite  106 
Cherry  Hill,  New  Jersey  08034 
Phone:     (609)  428-6709 

Executive  Director:     Michael  J.  Trenn  57 


Single  PSRO  Area 


NEW  MEXICO 


CONDITIONAL  New  Mexico  PSRO  240-75-0003 

2650  Yale,  S.E. 

Albuquerque,  New  Mexico  87106 

Phone:     (505)  842-6236 

Executive  Director:     Jim  Buffington 


NEW  YORK 


Seventeen  PSRO  Areas 

CONDITIONAL 

Area  I 


Area  II 


Area  III 


Area  IV 


Area  V 


Area  VI 


Erie  Region  PSRO,  Inc. 

560  Delaware  Avenue,  Suite  300 

Buffalo,  New  York  14202 

Phone:     (716)  881-5300 

Project  Director:     Warren  A.  Mutz 

Genesee  Region  PSRO,  Inc. 
109  South  Union  Street 
P.O.  Box  1939 

Rochester,  New  York  14603 

Phone:     (716)  232-5521 

Executive  Director:     John  H.  Coleman 


PSRO  of  Central  New  York,  Inc. 
90  Presidential  Plaza 
Syracuse,  New  York  13202 
Phone:   (315)  474-3995 
Executive  Director:     Terrence  E. 


HSA-105-74-86 


HSA-105-74-37 


HSA-105-74-108 


Dwyer 


Five-County  PSRO 

210  Clinton  Road 

New  Hartford,  New  York  13413 

Phone:     (315)  735-7587 

Executive  Director:     Paul  L.  Holgate 

Adirondack  PSRO 

Irongate  Center,  17-19  Pine  Street 
Glens  Falls,  New  York  12801 
Phone:     (518)  793-3845 

Executive  Director:     Conrad  S.  Kaczmarek 

Area  VI  PSRO  of  New  York  State 

Box  150A 

Glenridge  Road 

Scotia,  New  York  12302 

Phone:     (518)  399-6565 

Executive  Director:     David  T.  Hughes 


HSA-105-74-109 


HSA-105-74-51 


240-77-0022 
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PSRO  of  Eastern  New  York,  Inc.  240-77-0015 

1450  Western  Avenue 

Albany,  New  York  12203 

Phone:     (518)  438-5968 

Executive  Director:     Peter  Whitten 

New  York  State  Area  8  Medical  PSRO  240-77-0024 
191  Church  Street 
Poughkeepsie ,  New  York  12601 
Phone:     (914)  471-6757 
Executive  Director:     Lewis  Braun 

Area  IX  PSRO  of  New  York  State,  Inc.  HSA- 105-74-38 

Purchase  Street 
Purchase,  New  York  10577 
Phone:     (914)  948-4100 

Executive  Director:     Michael  J.  Maffucci 


PSRO  of  Rockland,  Inc. 
20  Squadron  Boulevard 
New  City,  New  York  10956 
Phone:     (914)  634-0505 
Executive  Director:     Jack  Cohen 


HSA-105-74-118 


New  York  County  Health  Services  HSA-105-74-44 
Review  Organization 
345  East  47th  Street 
New  York,  New  York  10017 
Phone:     (212)  759-1022 

Executive  Director:    Eleanore  Rothenberg,  Ph.D. 

Richmond  County  PSRO  of  New  York  HSA- 105-74- 107 

2281  Victory  Boulevard 

Staten  Island,  New  York  10314 

Phone:     (212)  698-6800 

Executive  Director:     Sheryl  L.  Buchholtz 

Kings  County  Health  Care  HSA-105-74-39 
Review  Organization 
1313  Bedford  Avenue 
Brooklyn,  New  York  11216 
Phone:     (212)  467-9032 
Executive  Director:    John  Q.  Podesta 

PSRO  of  Queens  County  240-75-0089 

110-45  Queens  Boulevard 

Forest  Hills,  New  York  11375 

Phone:     (212)  793-9700 

Executive  Director:    Mark  Rosenblatt 

Nassau  Physicians  Review  Organization  HSA-105-74-164 
990  Westbury  Road 
Westbury,  New  York  11590 
Phone:     (516)  333-4304 

Executive  Director:    Eugene  H.  O'Reilly 


Area  XVI  The  Bronx  Professional  Standards  HSA- 105-74-165 

Review  Organization,  Inc. 
1165  Morris  Park  Avenue,  4Lh  Floor 
Bronx,  New  York  10461 
Phone:     (212)  863-6000 
Executive  Director:     Harry  M.  Feder 

Area  XVII  Suffolk  Physicians  Review  240-77-0075 

Organization,  Inc. 
1727  Veterans  Memorial  Highway 
Central  Islip,  New  York  11722 
Phone:     (516)  234-2242 
Executive  Director:     Francis  J.  McKee 


STATEWIDE  COUNCIL        New  York  Statewide  Professional  Standards  240-77-0088 

Review  Council,  Inc. 
200  Madison  Avenue,  Suite  1206 
New  York,  New  York  10016 
Phone:     (212)  686-9147 
Executive  Director:     Carol  A.  Wielk 


NORTH  CAROLINA 


Eight  PSRO  Areas 
CONDITIONAL 
Area  I 


Area  II 


Area  III 


Area  IV 


Western  North  Carolina  Medical 
Peer  Review  Foundation,  Inc. 
131  McDowell  Street 
Asheville,  North  Carolina  28801 
Phone:     (704)  258-1047 

Executive  Director:     Charles  J.  Riddick 

Piedmont  Medical  Foundation,  Inc. 
514  South  Stratford  Road,  Suite  330 
Winston-Salem,  North  Carolina  27103 
Phone:     (919)  722-9355 
Executive  Director:     Otto  W.  Mueller 

North  Central  Medical  Peer 
Review  Foundation 
1510  Battleground  Avenue 
Greensboro,  North  Carolina  27408 
Phone:     (919)  274-1637 
Executive  Director:     Karen  E.  Pratt 

Central  Piedmont  PSRO 

400  West  Main  Street,  Suite  408 

P.O.  Box  130 

Durham,  North  Carolina  27702 

Phone:     (919)  688-1918 

Executive  Director:     Grady  E.  Bragg 


240-77-0028 


HSA-105-74-124 


240-77-0031 


240-77-0017 
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Area  V  Capital  Area  PSRO,  Inc.  240-77-0009 

3700  Computer  Drive,  Suite  370 
P.O.  Box  18805 

Raleigh,  North  Carolina  27609 
Phone:     (919)  781-2800 

Executive  Director:     Woodford  L.  Burnette 

Area  VI  Northeastern  North  Carolina  PSRO,  Inc.  240-77-0023 

P.O.  Box  2845 

New  Bern,  North  Carolina  28560 

Phone:     (919)  633-1340 

Executive  Director:     Duane  E.  Barlow 

Area  VII  Metrolina  Medical  Peer  Review  240-77-0021 

Foundation 
One  Charlottetown  Center,  Suite  150 
Charlotte,  North  Carolina  28204 
Phone:     (704)  373-1545 
Executive  Director:     Dan  Carrigan 

Area  VIII  Southeastern  North  Carolina  Medical  240-77-0019 

Peer  Review  Foundation,  Inc. 
2775  North  Elm  Street 
Lumberton,  North  Carolina  28358 
Phone:     (919)  738-8548 

Executive  Director:     Charles  W.  Stellar 


NORTH  DAKOTA 

Single  PSRO  Area 

CONDITIONAL  North  Dakota  Health  Care  Review,  Inc.  240-75-0098 

3415  North  Broadway 
Highway  83  North 
Minot,  North  Dakota  58701 
Phone:     (701)  852-4231 
Executive  Director:     Almon  B.  Strong 


OHIO 

Thirteen  PSRO  Areas 
PLANNING 

Area  XIII  Physicians  Peer  Review  Association,  Inc.  HCFA-500-78-0027 

33  Sheridan  Road 
Poland,  Ohio  44514 
Phone:     (216)  757-3746 
Executive  Director:     Elmer  D.  Pacella 
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CONDITIONAL 


Area  I  Medco  Peer  Review,  Inc.  HSA-105-74-125 

204  Lytle  Towers-405  Broadway 
Cincinnati,  Ohio  45202 
Phone:     (513)  421-6112 
Executive  Director:     H.  Stephen  Uihlein 

Area  II  Region  II  Medical  Review  Corporation  HSA-105-74-135 

40  South  Perry  Street,  Suite  120 
Dayton,  Ohio  45402 
Phone:     (513)  223-9301 
Executive  Director:     John  A.  Cosco 


Area  III  Region  III  Peer  Review  240-77-0041 

Organization,  Inc. 
1624  Tiffin  Avenue,  Suite  One 
P.O.  Box  904 
Findlay,  Ohio  45840 
Phone:     (419)  424-1474 
Executive  Director:     Larry  D.  Spencer 

Area  IV  Fourth  Ohio  Area  PSR  Council  HSA- 105-74-134 

5600  Monroe  Street,  Building  B 
Sylvania,  Ohio  43560 
Phone:     (419)  882-5506 
Executive  Director:    Richard  A.  Haynes 

Area  V  Region  V  Peer  Review  Organization  240-77-0026 

8  North  State  Street 
Painesville,  Ohio  44077 
Phone:     (216)  357-6130 

Executive  Director:     Stephen  A.  Musgrave 

Area  VI  Region  VI  Peer  Review  Corporation  HSA-105-74-152 

430  Grant  Street 
Akron,  Ohio  44311 
Phone:     (216)  253-5171 
Executive  Director:    Mary  M.  Barley 


Area  VII  Area  VII  Professional  Review  240-77-0034 

Association 
9  North  Fourth  Street 
Martins  Ferry,  Ohio  43935 
Phone:     (614)  633-3878 

Executive  Director:     Pamela  K.  Dhuyretter 


Area  VIII  Area  VIII  Peer  Review  Organization  240-77-0054 

730  Laurel  Avenue 
Zanesville,  Ohio  43701 
Phone:     (614)  454-0173 
Executive  Director:     Richard  Cornett 
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Area  IX  Region  IX  Peer  Review  Systems,  Inc.  240-77-0003 

1725  27th  Street 
Portsmouth,  Ohio  45662 
Phone:     (614)  353-1141 
Executive  Director:     Jack  T.  Kindig 

Area  X  Region  X  Peer  Review  Systems,  Inc.  HSA-105-74-131 

3720-J  Olentangy  River  Road 
Columbus,  Ohio  43214 
Phone:     (614)  451-3600 
Executive  Director:     Robert  P.  Stone 

Ohio  Area  XI  Physicians  Peer  Review  240-77-0047 

Organization 
P.O.  Box  285 
Ashland,  Ohio  44805 
Phone:     (419)  289-6644 
Executive  Director:     Larry  A.  Sturgis 

Physicians  Peer  Review  Organization  HSA-105-74-123 
4500  Rockside  Road,  Suite  350 
Independence,  Ohio  44131 
Phone:     (216)  524-9140 
Executive  Director:    Robert  T.  Kauer 


OKLAHOMA 
Single  PSR0  Area 

CONDITIONAL  Oklahoma  Foundation  for  Peer  Review  240-75-0096 

601  N.W.  Expressway 
Oklahoma  City,  Oklahoma  73118 
Phone:     (405)  840-2891 
Executive  Director:     Edward  Kelsay 


OREGON 
Two  PSRO  Areas 

CONDITIONAL 

Area  I  Multnomah  Foundation  for  Medical  Care  HSA-105-74-168 

2164  Southwest  Park  Place 
Portland,  Oregon  97205 
Phone:     (503)  243-1151 

Executive  Director:     Philip  C.  Walker,  II 

Area  II  Greater  Oregon  PSRO  HSA-105-74-52 

5210  Southwest  Corbett 
Portland,  Oregon  97201 
Phone:     (503)  248-1907 
Executive  Director:     Robert  Berry 


Area  XI 


Area  XII 
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Twelve  PSRO  Areas 


PENNSYLVANIA 


PLANNING 
Area  X 

CONDITIONAL 
Area  I 

Area  II 

Area  III 


Area  IV 


Area  V 
Area  VI 


Delaware-Chester  Area  X  PSRO  240-77-0036 

999  Old  Eagle  School  Road,  Suite  110-A 

Wayne,  Pennsylvania  19087 

Phone:     (215)  687-8240 

Executive  Director:     Joseph  S.  Flemming 


Northwestern  Pennsylvania  PSRO  240-77-0035 

2221  Peninsula  Drive 

Erie,  Pennsylvania  16505 

Phone:     (814)  833-2360 

Executive  Director:    David  P.  DeBacker 

Central  Pennsylvania  Area  II  PSRO  HSA-105-74-130 

904  Campbell  Street 

Williamsport ,  Pennsylvania  17701 

Phone:     (717)  323-3786 

Executive  Director:     Paul  P.  John 

Northeastern  Pennsylvania  PSRO  240-77-0045 

P.O.  Box  35 

Rex  Craft  Building 

Avoca,  Pennsylvania  18641 

Phone:     (717)  655-2941 

Executive  Director:     Carmine  J.  Striano 

Eastern  Pennsylvania  Health  Care  HSA- 105-74- 145 

Foundation,  Inc. 
440  South  15th  Street 
Allentown,  Pennsylvania  18102 
Phone:     (215)  432-4155 

Executive  Director:    William  0.  Prettyman,  Jr. 

Midwestern  Pennsylvania  PSRO  240-77-0029 

118-1/2  South  Broad  Street 

Grove  City,  Pennsylvania  16127 

Phone:     (412)  458-5250 

Executive  Director:     Bob  A.  Jones,  Jr. 

Allegheny  PSRO  HSA-105-74-161 

One  Allegheny  Square,  Suite  630 

Pittsburgh,  Pennsylvania  15212 

Phone:     (412)  231-1706 

Executive  Director:     John  F.  Kuhn 
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Area  VII  Southwestern  Pennsylvania  PSRO  HSA-105-74-153 

825  North  Main  Street 
Greensburg,  Pennsylvania  15601 
Phone:     (412)  836-5858 
Executive  Director:     Sandra  A.  Levine 


Area  VIII  Highlands  PSRO  Corporation  HSA-105-74-59 

Swank  Building,  Suite  628 
Johnstown,  Pennsylvania  15901 
Phone:     (814)  539-8705 
Executive  Director:     James  Morton 


Area  IX  Southcentral  Pennsylvania  PSRO  HSA- 105-74- 132 

Medical  Arts  Building,  Suite  20 
890  Poplar  Church  Road 
Camp  Hill,  Pennsylvania  17011 
Phone:     (717)  761-5085 

Executive  Director:     Harold  Diehl,  Jr.,  FACHA 


Area  XI  Montgomery/Bucks  PSRO,  Inc.  HSA-105-74-54 

650  Blue  Bell  West,  Suite  211 
Skippack  Pike 

Blue  Bell,  Pennsylvania  19422 
Phone:     (215)  628-2121 

Executive  Director:     Ralph  M.  Rolan,  II 

Area  XII  Philadelphia  PSRO  HSA-105-74-162 

2100  Spring  Garden  Street 
Philadelphia,  Pennsylvania  19130 
Phone:     (215)  567-2792 
Executive  Director:     Tom  DiVincenzo 

STATEWIDE  COUNCIL        Pennsylvania  Professional  Standards  240-77-0080 

Review  Council 
205  House  Avenue 
Camp  Hill,  Pennsylvania  17011 
Phone:     (717)  763-7856 

Executive  Secretary:     William  F.S.  Orner,  Jr. 


PUERTO  RICO 

Single  PSRO  Area 

CONDITIONAL  Puerto  Rico  Foundation  for  Medical  HSA-105-74-128 

Care,  Inc.  (PSRO) 
Plaza  Mercantil  Building,  Suite  1018 
Hato  Rey,  Puerto  Rico  00918 
Phone:     (809)  753-6705  or  6805 
Executive  Director:     Rosa  E.  Fiol,  M.D. 
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RHODE  ISLAND 

Single  PSRO  Area 

CONDITIONAL  Rhode  Island  PSRO,  Inc.  HSA-105-74-158 

(Ripsro,  Inc.) 
40  Westminster  Street,  Suite  1730 
Providence,  Rhode  Island  02903 
Phone:     (401)  331-6661 
Executive  Director:     Edward  J.  Lynch 


SOUTH  CAROLINA 

Single  PSRO  Area 

CONDITIONAL  South  Carolina  Medical  Care  Foundation  HSA-105-74-104 

3325  Medical  Park  Road 
P.O.  Box  21667 

Columbia,  South  Carolina  29221 

Phone:     (803)  779-4780 

Executive  Director:    William  F.  Mahon 


SOUTH  DAKOTA 


Single  PSRO  Area 

CONDITIONAL  South  Dakota  Foundation  for  HSA-105-74-58 

Medical  Care 
608  West  Avenue,  North 
Sioux  Falls,  South  Dakota  57104 
Phone:     (605)  336-3505 
Executive  Director:     Robert  Johnson 


TENNESSEE 

Two  PSRO  Areas 
CONDITIONAL 


Area  I  Mid-South  Foundation  for  HSA-105-74-90 

Medical  Care,  Inc. 
969  Madison  Avenue,  Suite  1107 
Memphis,  Tennessee  38104 
Phone:     (901)  523-9420 
Executive  Director:     Leon  J.  Swatzell 


Area  II  Tennessee  Foundation  for  Medical  HSA-105-74-167 

Care,  Inc. 
50  Vantage  Way 
Metro  Center 

Nashville,  Tennessee  37228 
Phone:     (615)  254-5201 

Executive  Director:     William  D.  Tribble,  Ph.D. 
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Nine  PSRO  Areas 


TEXAS 


[No  Contracts  Awarded] 


Single  PSRO  Area 
CONDITIONAL 


UTAH 


Utah  PSRO 

555  East  2nd  South,  Suite  208 

Salt  Lake  City,  Utah  84102 

Phone:     (801)  532-7545 

Executive  Director:     E.  David  Buchanan 


HSA-105-74-110 


Single  PSRO  Area 
CONDITIONAL 


VERMONT 


Vermont  PSRO,  Inc. 
60  Timber  Lane 

South  Burlington,  Vermont  05401 

Phone:     (802)  862-6447 

Executive  Director:     Albert  C.  Stolper 


HSA-105-74-143 


Single  PSRO  Area 
PLANNING 


VIRGIN  ISLANDS 


Virgin  Islands  Medical  Institute  240-77-0083 
One  Nye  Gade 

Charlotte  Amalie,  St.  Thomas,  Virgin  Islands  00801 
Phone:     (809)  774-4966 

Executive  Director:     Cora  Christian,  M.D. ,  M.P.H. 


VIRGINIA 


Five  PSRO  Areas 
PLANNING 
Area  IV 


CONDITIONAL 


Area  I 


Southcentral  PSRO 

1904  Byrd  Avenue,  Room  111 

Richmond,  Virginia  23230 

Phone:     (804)  285-7306 

Executive  Director:     Freeman  H.  Vaughn 


Shenandoah  PSR  Foundation 

716  West  Rio  Road,  Suite  A 

Charlottesville,  Virginia  22901 

Phone:     (804)  973-8384 

Executive  Director:     Henry  B.  Hunt,  Jr. 


240-77-0027 


240-77-0006 
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Area  II  Northern  Virginia  Foundation  for  HSA-105-74-133 

Medical  Care 
5205  Leesburg  Pike 
Falls  Church,  Virginia  22041 
Phone:     (703)  931-2200 
Executive  Director:     Gerald  G.  Coleman 


Area  III  Southwest  Virginia  PSRO,  Inc.  240-77-0042 

3531  Keagy  Road,  Suite  2 
Salem,  Virginia  24153 
Phone:     (703)  989-6193 

Executive  Director:     David  W.  Mullis,  Jr.,  Ph.D. 


Area  V  Colonial  Virginia  Foundation  for  240-75-0083 

Medical  Care 

160  Newtown  Road,  Suite  500 
Virginia  Beach,  Virginia  23462 
Phone:     (804)  874-8587 
Executive  Director:     William  S.  Grant 


WASHINGTON 

Single  PSRO  Area 

CONDITIONAL  Washington  State  PSRO  HSA-105-74-200 

2150  North  107th  Street,  Suite  220 
Seattle,  Washington  98133 
Phone:     (206)  364-9700 
Executive  Director:     Terry  G.  Kelley 


Single  PSRO  Area 
CONDITIONAL 


WEST  VIRGINIA 


West  Virginia  Medical  Institute,  Inc. 

3412  Chesterfield  Avenue 

Charleston,  West  Virginia  25304 

Phone:     (304)  925-0461 

Executive  Director:     Betty  C.  Kirkwood 


HSA-105-74-28 


Two  PSRO  Areas 
CONDITIONAL 


WISCONSIN 


Area  I  Wisconsin  Professional  Review  HSA-105-74-160 

Organization 
330  East  Lakeside  Street 
P.O.  Box  1109 
Madison,  Wisconsin  53701 
Phone:     (608)  257-6781 
Executive  Director:     Donald  Mclntyre 
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Area  II  The  Foundation  for  Medical  Care  HSA-105-74-60 

Evaluation  of  Southeastern  Wisconsin,  Inc. 
411  East  Mason  Street 
Milwaukee,  Wisconsin  53202 
Phone:     (414)  271-0336 

Executive  Director:     Robert  R.  Cadmus,  M.D. 


WYOMING 

Single  PSRO  Area 

CONDITIONAL  Wyoming  Health  Services  Company,  Inc.  HSA- 105-74- 146 

1920  Evans  Avenue 
P.O.  Drawer  4009 
Cheyenne,  Wyoming  82001 
Phone:     (307)  635-2424 
Executive  Director:     Robert  G.  Smith 
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I.      -11 1 ADDUCTION  TO  THE  FEDERAL  REPORTS  MANUAL 

1.1  Overview 

This  manual  describes  the  requirements  for  routine  reporting  from  the 
Professional  Standards  Review  Organizations  (PSROs)  to  the  Federal  govern- 
ment.   The  reports  specified  in  this  manual  request  data  on  hospital  review 
activities,  PSPO  and  delegated  hospital  costs,  and  on  hospital  utilization 
by  Federally  covered  patients. 

The  content  of  the  manual  is  divided  into  four  subject  areas: 

1.  Concurrent  Review  Reporting; 

2.  Medical  Care  Evaluation  Study  Reporting; 

3.  PSRO  Hospital  Discharge  Data  Set;  and 

4.  Cost  Reporting. 

A  Glossary  of  terms  is  also  included. 

The  reporting  forms  and  requirements  contained  here  will  be  used  as  an 
interim  reporting  system  which  will  be  assessed  for  a  period  of  fourteen 
months.  Both  the  forms  and  requirements  will  be  refined  during  this  period 
to  improve  efficiency  and  to  maximize  usefulness  at  all  levels  of  PSRO 
management.    As  the  PSRO  program  evolves,  this  manual  will  continue  to  be 
modified  in  accordance  with  additional  or  changing  information  needs.  For 
example,  activity  reporting  on  long-term  care  and  ambulatory  care  review  is 
not  included  in  this  version  of  the  manual  and  will  be  added  later.  During 
the  testing  period  and  beyond,  all  conditional  and  operational  PSROs  must 
comply  with  the  requirements  described  in  the  Federal  Reports  Manual. 

1.2  Background 

The  development  of  PSRO  Federal  reporting  requirements  began  with  an 
assessment  of  management  systems  used  in  prototype  PSROs,  such  as  those 
designed  by  American  Health  Systems  and  Dikewood  for  the  EMCRO  projects, 
and  a  review  of  the  data  requirements  for  PSRO  program  evaluation  prepared 
by  MACRO  Systems  for  the  Office  of  Planning,  Evaluation  and  Legislation 
(OPEL) /HSA.    Subsequently,  an  Interagency  Work  Group  (representatives  of 
BQA,  SSA  and  SRS)  scheduled  a  series  of  site  visits  with  organizations 
engaged  in  health  care  review.    These  meetings  focused  an  the  systems 
currently  in  place,  their  use,  and  suggestions  for  changes  required  for 
PSRO  purposes. 


Bur*«u  of  Quality  Aaauranoa 
Haatth  tarvloM  Admlnlttratlon  76 
D  apart  man  t  of  Haalth,  Idueatlon,  and  Walfara 


Based  on  the  review  of  existing  systems  and  on  selected  site  visits,  the 
first  draft  of  the  PSRO  Management  Information  System  (PMIS)  was  designed. 
This  draft  was  then  presented  to  interested  DHEW  agencies  for  review  and 
comment.  Cn  the  basis  of  those  comments  a  second  draft  was  developed, 
presented  to  the  National  Professional  Standards  Review  Council,  and  pilot 
tested  in  the  Utah  and  Colorado  PSFOs  during  the  fall  of  1974.    The  intent 
of  the  original  PMIS  Manual  was  to  provide  guidance  to  local  PSROs  for 
developing  the  management  feedback  necessary  for  sound  operation  as  wall  to 
meet  the  routine  information  requirements  of  CHEW  and  the  National  Professional 
Standards  Review  Council.  As  a  result  of  the  pilot  test  and  comments  received, 
the  PMIS  was  revised  and  divided  into  two  distinct  components:    (1)  routine 
Federal  reporting  requirements  and  (2)  technical  assistance  materials. 

This  manual  addresses  the  routine  Federal  reporting  requirements.    A  number 
of  technical  assistance  materials  will  be  developed  during  the  field  testing 
of  this  Manual.    The  technical  assistance  materials  will  consist  of  manuals 
to  help  each  PSRO  determine  how  best  to  develop,  collect  and  analyze  the 
data  needed  to  meet  Federal  reporting  requirements,  as  well  as  the  manage- 
ment needs  of  each  PSRO. 

1.3   Purpose  of  the  Federal  Reporting  Requirements 

The  Federal  reporting  requirements  are  intended  to  accomplish  the  following 
purposes: 

1.  To  fulfill  the  intent  of  Section  1155(f) (1) (B)  of  P.L.  92-603,  the 
1972  amendments  to  the  Social  Security  Act,  which  authorizes  DHEW  to 
establish  Federal  reporting  requirements  for  PSROs. 

2.  To  define  that  set  of  information  which  will  both  assist  each  PSRO  to 
monitor  and  assess  its  activities  at  the  local  level  and  allow  the 
Federal  Government  to  meet  its  monitoring  responsibilities. 

3.  To  build  a  data  base  for:  a)  preparing  reports  allowing  PSROs  to 
compare  the  extent  and  type  of  their  activities  and  expenditures  with 
the  pattern  for  similar  PSROs;  and  b)  providing  technical  assistance 
to  PSROs. 

4.  To  allow  the  Federal  Government  to  obtain  summary  information  on  PSRO 
activities  and  costs  to  contribute  to  contract  renewal  decisions. 
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1.4    Content  of  the  Manual 

Each  section  of  the  manual  is  described  briefly  below: 

Concurrent  Review  Reporting:    Tliis  section  contains  form  BQA  121,  the 
Concurrent  Review  kctivity'  Summary ,  and  instruct ione  for  its  completion. 
This  form  is  a  quaxterly  report  on  the  concurrent  review  activities  of  the 
PSRO  and  delegated  hospitals.    Its  purpose  is  to  allow  an  assessment  of 
concurrent  review  workload  within  each  PSRO  area. 

Medical  Care  Evaluation  Study  Reporting:    Three  forms  are  described  in  this 
Section.     BQA  131  is  the  Medical  Care  Evaluation  Study  Abstract,   used  for 
describing  the  procedures  followed  in  each  MCE  study.    B^A  133,  the  MCE 
Reatudy  Report,  is  used  for  reporting  information  on  follow-ups  to  the 
initial  steps  of  MCE  studies.   Tho  purpoco  of  these  two  forms  is  to  provide 
information  for  a  central  clearinghouse  of  successful  MCE  study  methodologies 
and  criteria  and  to  support  PSRO  monitoring  of  MCE  study  activity.  The 
third  form,  BQA  115 ,  is  a  mce  study  states  Report.    It  is  designed  as  a 
register  of  MCE  studies  in  progress  or  completed  by  the  PSRO  and  delegated 
hospitals. 

PSRO  Hospital  Discharge  Data  Set  (Pimps) :    This  section  contains  instructions 
for  reporting  a  subset  of  the  PSRO  Hospital  Discharge  l>ata  Set  (PHDDS) . 
PHDDS  date  elements  identifying  individual  p?tients  and  practitioners  have 
been  excluded  from  PHDDS  reporting  to  conform  with  PSRO  confidentiality 
policy;  other  elements  have  been  excluded  because  they  are  not  currently 
needed  at  the  Federal  level.    The  PIIDDS  is  used  for  monitoring  trends  in 
hospital  utilization  patterns  and  for  developing  national  and  regional 
norms. 

Cost  Reporting:    T^iis  section  contains  two  forms  and  instructions  for  their 
completion:    BQA  151  ,  the  Quarterly  PSRO  Function  Cost  Summary,   and  BQA 
153,  the  Quarterly  Delegated  Hospitals  Function  Cost  Summ/iry .     These  00  St 
reports  as  well  as  the  Public  Vcuchara  submitted  to  the  HSA  Contracts 
Office  are  used  to  monitor  PSRO  expenditures  and  program  activities. 

Glossary:    The  glossary  contains  definitions  of  terms  with  special  emphasis 
on  terms  unique  to  this  Manual.    It  provides  an  easily  accessible  reference 
to  definitions  used  throughout  the  manual  and  helps  assure  consistent 
interpretation  of  instruction* . 
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Figure  1  (pages  i-ii)  lists  each  section  of  the  Manual   oxcept  the  Glossary) , 
the  titles  for  each  report  contained  in  each  section,  tlie  period  the  report 
covers,  when  each  report  is  due  and  to  whan  the  report  is  submitted. 

1.5  Field  Test  of  the  Federal  Reports  Manual 

During  the  14  month  period  beginning  July  1,  1975  procedures  and  materials 
in  this  Manual  will  be  tested  and  refined.    The  objectives  of  the  test  will 
be  to  assure: 

1.  That  all  data  necessary  for  the  minimum  management  information  needs 
of  all  levels  of  PSRO  management  are  being  collected. 

2.  That  the  collection  and  reporting  procedures  are  efficient. 

3.  That  all  data  collected  are  useful. 

1.6  The  Federal  Reports  Manual  and  Its  Relationship  to  the  Mditional  Components 
of"  the  PSRO  Management  Information  System  (PMIS)  Now  Under  Development 

The  Federal  Reports  Manual  is  the  nucleus  of  the  developing  PMIS.  Four 
other  components  are  currently  under  development  and  will  be  made  available 
to  each  PSRO  during  the  next  year. 

1.  A  training  material  package  for  the  implementation  of  the  Federal 
reporting  requirements  at  the  local  PSRO  level.    The  training  materials 
will  be  based  on  the  content  of  this  Manual  and  will  be  designed  to 
assure  consistency  in  report  preparation. 

2.  Technical  assistance  materials  will  be  developed  which  provide  the 
PSRO  with  guidance  in  the  collection  and  analysis  of  routinely  re- 
quired data.    Materials  will  be  developed  which  relate  to  concurrent 
review,  MCE  studies,  and  the  collection  of  the  PHDDS  within  the 
hospital.    Subsequently,  technical  assistance  materials  on  the  use  of 
profiles  will  be  developed. 

3.  Contract  reporting  requirements  for  PSRO  contracts.    The  requirements 
will  consist  of  the  following  three  types  of  reports: 

The  Initial  Application  for  Conditional  PSRO  Status 

Progress  Reports 

The  Contract  Renewal  Request  (submitted  annually  by  each  Con- 
ditional or  Operational  PSRO) 
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The  contract  reporting  requirements  will  be  used  to  supplement  and 
support  the  reports  in  the  Federal  Reports  Manual.  Consistency  of 
definition  will  be  maintained  between  the  contract  and  Federal  re- 
porting requirements  to  provide  potential  for  merging  the  two  sources 
of  information;  In  seme  instances  (e.g. ,  cost  reports) ,  simple  up- 
dating of  Federal  reports  will  provide  the  information  needed  in  the 
annual  contract  renewal. 

4.     The  PSRO  Financial  Management  and  Cost  Accounting  System  Manual.  This 
Manual  will  assist  a  PSRO  to  establish  its  own  accounting  system  as 
well  as  to  comply  with  Federally  required  cost  reports. 

1.7   Future  Development  of  the  PMIS 

The  development  of  the  PMIS  will  be  a  continuous  process,  paralleling  the 
evolution  of  the  PSRD  program.    This  development  will  follow  two  tracks  i 
(1)  the  development  of  materials  for  management  of  PSRD  activities  not 
previously  covered  by  the  system  and  (2)  the  revision  of  existing  materials. 
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II.    CONCURRENT  REVIEW  REPORTING 
Introduction 

Each  PSRO  will  submit  data  descriptive  of  the  concurrent  review  activities 
in  its  area  using  the  Concurrent  Review  Activity  Summary  (BQA  121) .    This  report 
displays  data  on  admission  certification  and  continued  stay  review  for  patient 
discharges  by  payment  source.    The  data  used  to  prepare  BQA  121  are  certain  of 
the  elements  of  the  PSRO  Hospital  Discharge  Data  Set  (PHDDS) .     BQA  121  is  to  be 
submitted  to  BQA  quarterly  no  later  than  60  days  after  the  end  of  the  quarter. 
PSROs  are  encouraged  to  keep  manual  tallies  of  concurrent  review  activities 
performed,  so  that  accurate  monitoring  data  may  be  obtained  on  a  timely  basis. 
For  the  first  year  of  conditional  operation,  it  nay  be  necessary  to  use  such 
manually  tabulated  data  for  preparing  BQA  121  within  the  prescribed  60-day 
period,  since  the  automated  PSRO  data  system  nay  be  unable  to  perform  within 
this  time  constraint  initially. 

2.1    Concurrent  Review  Activity  Summary  (BQA  121) 

2.1.1    General  Instructions  (See  sample  report  on  page  II-5) 

BQA  121  should  include  all  patients  discharged  in  the  calendar  quarter  who 
were  subject  to  concurrent  review  by  the  PSRO  or  delegated  hospital.  When 
review  has  been  completely  phased  into  all  area  hospitals,  this  report  will 
include  all  Medicare,  Medicaid,  and  Maternal  and  Child  Health  discharges 
for  which  concurrent  review  has  been  performed.    Note  that  since  patients 
are  to  be  included  in  this  report  on  the  basis  of  their  date  of  discharge 
from  the  hospital,  it  is  possible  that  the  concurrent  review  activity 
reported  on  for  those  patients  did  not  occur  in  the  quarter.    For  example, 
a  patient  admission  on  December  27  was  certified  for  a  threa-day  stay  by 
the  PSRO  on  the  same  day;  a  2-day  extension  was  granted  on  December  30,  and 
the  patient  was  discharged  on  January  1.    The  Concurrent  Review  statistics 
for  this  patient  would  appear  in  the  PSRO's  Concurrent  Review  Activity 
Summary  for  the  first  calendar  quarter  (January-March) ,  although  the  PSRO 
review  actually  occurred  in  the  previous  quarter. 

Data  for  delegated  and  non-delegated  concurrent  review  are  to  be  reported 
separately.    Using  the  definitions  of  delegation  from  the  Glossary,  submit 
a  separate  BQA  121  for  each  of  the  following  delegation  categories  which 
occur  in  the  PSRO  area: 

Review  by  the  PSRO  in  hospitals  not  delegated  concurrent  review 

Review  by  hospitals  delegated  concurrent  review 

Review  by  hospitals  partially  delegated  concurrent  review. 
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If  a  hospital's  concurrent  review  delegation  status  changes  during  the 
calendar  quarter,  include  the  hospital  in  the  Concurrent  Review  Activity 
Summary  according  to  its  concurrent  review  delegation  status  on  the  last 
day  of  the  quarter. 

2.1.2.    Specific  Instructions 

Delegation  Status 

Mark  the  box  opposite  the  appropriate  category .     For  this  report,  "dele- 
gation status"  refers  to  the  hospital's  status  with  respect  to  concurrent 
review  only.     Hospitals  which  are  partially  delegated  concurrent  review 
are  those  which  are  delegated  either  the  review  coordinator  function 
or  the  physician  advisor  function,  but  not  both. 

Hospitals  Included 

Enter  the  number  of  hospitals  included  in  this  report,  and  the  percent  of 
the  total  number  of  hospitals  in  the  PSRO  area  which  this  number  represents . 

Identification  Information 

The  name  and  number  of  the  PSRO  and  the  dates  (month,  year)  of  the  calendar 
quarter  being  reported  are  to  be  entered  in  the  spaces  provided  in  the 
upper  right-hand  corner  of  the  form. 

Column  1  -  Payment  Source:     Federal  payment  programs  for  which  PSROs  are 
required  to  review  beneficiaries  are  listed  in  this  column.     "Total  Federal" 
refers  to  Titles  V,  XVIII,  and  XIX  only  and  not  to  any  other  Federal 
programs   (i.e.,  V.A.,  Indian  Health,  PHS  hospitals) . 

If  the  PSRO  is  performing  concurrent  review  for  beneficiaries  of  other 
Federal  programs  and/or  for  patients  covered  by  insurance  plans  other  than 
Federal   (for  example,  Blue  Cross) ,  enter  the  name  of  the  payment  sources  on 
the  blank  lines  under  "Other  Patients" . 

"Grand  Total"  refers  to  all  patients  listed  under  "Federal  Patients"  and 
"Other  Patients". 

Columns  2-5:     Admission  Certification 

Column  2  -  Total  Discharges :     Enter  the  number  of  discharges  for  each 
payment  source  which  were  reviewed  for  admission  certification.  This 
number  includes  all  patient  discharges  granted  certification  and  all  those 
denied  admission  certification. 
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Columns  3-4:     Patients  Granted: 

Column  3  -  Preadmission:     Of  the  total  patients  reviewed  for  admission 
certification  in  column  2,  enter  in  this  column  for  each  payment  source 
listed  the  number  granted  preadmission  certification. 

Column  4  -  Concurrent:     Of  the  total  patients  reviewed  for  admission 
certification  in  column  2,  enter  in  this  column  for  each  payment  source 
listed  the  number  granted  concurrent  admission  certification.     A  case 
granted  admission  certification  is  one  which  met  PSRO  criteria  for  ad- 
mission and  for  which  a  review  date  based  on  length-of-stay  norms  was 
assigned. 

Column  5  -  No.  Referred  to  Physician  Advisor:     Of  the  total  patients 
reviewed  for  admission  certification  in  column  2,  enter  in  this  column 
for  each  payment  source  listed  the  number  which  were  referred  to  physician 
advisors  (or  physician  committees  fulfilling  this  function)  for  admission 
certification  decisions .  The 
number  of  discharges  in  this  column  includes  both  the  cases  for  which 
admission  certification  was  granted  by  the  physician  advisor  and  those  whose 
certification  was  denied  by  the  physician  advisor. 

Columns  6-8:     Continued  Stay  Review 

Column  6  -  Patients  Reviewed:     Of  the  total  discharges  granted  admission 
certification  (columns  3  and  4) ,  enter  in  this  column  the  number  for  which 
a  review  was  performed  to  determine  whether  a  stay  beyond  that  initially 
certified  was  necessary,  according  to  the  payment  source  in  column  1.  The 
figure  entered  in  this  column  is  the  number  of  discharges  reviewed,  not 
the  number  of  reviews. 

Column  7  -  Number  of  Reviews:     For  the  total  patients  reviewed  for  continued 
stay  in  column  6,  enter  in  this  column  the  total  number  of  extensions 
reviewed  according  to  the  payment  source  in  column  1.     Since  one  patient 
may  have  two  or  more  extensions  of  stay  during  hospitalization ,  the 
numbers  entered  in  this  column  will  frequently  be  larger  than  the  number 
of  patients  reviewed  in  column  6. 
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Column  8  -  Number  of  Reviews  Referred  to  Physician  Advisor:     Of  the  total 
reviews  in  column  7,  enter  in  this  column  the  number  which  were  referred 
to  physician  advisors  (or  physician  committees  fulfilling  this  function) 
for  a  certification  decision.  The  number  of  reviews  referred  to 

physician  advisor  includes  both  denials  and  extensions  granted  by  physician 
advisors . 

Columns  9-10:     Certified  Days  of  Stay 

Column  9  -  Total:     Enter  in  this  column  the  total  number  of  days  of  hospital 
stay  which  were  certified  at  admission  and  in  subsequent  reviews  for  the 
patient  discharges  in  column  2.     This  number  includes  all  days  of  stay 
certified ,  regardless  of  whether  the  days  were  actually  used  by  the  patient. 
Do  not  count  as  a  certified  day  for  reporting  purposes  "grace  period"  days, 
that  is,  days  of  patient  stay  after  certification  has  expired  and  appro- 
priate notifications  have  been  made,  which  are  statutorily  permitted  so 
that  the  patient  and/or  physician  can  make  other  arrangements  for  care. 

Column  10:     Total  Used:     Enter  in  this  column  the  number  of  certified  days 
of  stay  from  column  9  which  were  actually  used  by  the  patients  discharged 
in  column  2.     The  number  of  certified  days  of  stay  used  for  a  patient  is 
the  lesser  of  total  certified  days  of  stay  and  total  length  of  stay. 

Column  11  -  Total  Days  of  Stay:     Enter  the  sum  of  the  actual  length  of 
stay  of  each  patient  discharged  in  column  2,  calculated  on  the  basis  of 
patient  admission  and  discharge  dates.     This  number  includes  certified 
days,  denied  days,  and  "grace  period"  days. 


K4 


Bureau  of  Quality  Anurancs 
Health  Services  Administration 
Dapartmant  of  Haalth.  Education,  and  Walfara 


Office  of  Management  and  Budget 

Approval  Number                                     paae  n_5 

6  Oo 
z 
o 
cc 

CO 
CL 

w  ^  to 
v  >• 

^0  | 
O  | 

o  6 

CC  H 
LU 

TOTAL  DAYS 

OF  STAY 
(11)  j 

3 

6 

NT 
> 

CO 

Q 

LU 
00 
Z3 

-1  o 

<C 

r- 

o 

r- 

«? 

^) 

0 
P" 

UJ  

< 

Q  O 

< 
a 

a 

LU 
LU 

r- 

CC 
LU 
O 

> 
< 

r- 

00 

u. 

O  . 

CL 

C5 
Z 

H 

CC 

o 

=       V)  & 

CC 

li- 

o 
i- 

t 

5 

LU 

> 
LU 
CC 

> 
< 

r- 

00 

a 

LU 

D 
Z 

r- 
Z 

o 
o 

CO  > 

5  «  Q 

LU      O  < 

5    »"    •  — 

^*       •  CO  XT 
LU      LU  > 
CC     LU  x 

d    cc  a. 
z 

>- 

cc  | 

LU  ~* 

m  "J  — 

3  LU 

z  cc 

V 

Bureau  of  Quality  Assurance 
Health  Services  Administration 

CONCURRENT  REVIEW 
ACTIVITY  SUMMARY 

Q 

00  UJ 

LU  _  3 

ir 

«) 

V 

¥ 

z 
o 

r- 
< 

a 

LU 

h- 

CC 
LU 

o 
z 

uv 

00 
CO 

a 
< 

o  . 

H-  > 

s 

LU 

cc  00  LO 

\> 

^> 

<x> 

Q 

LU 

1- 
z 
< 
cc 

CO 
r- 

z 

LU 

r— 

< 

Cu 

H 
Z 

LU 
CC 

cc 

3s 

z 
o 
o 

— lT 

5j 

vv 

<^ 

is 

S 
a 

<  M 
LU  — 
CC 

a. 

<^ 

Q 

LU 

Q 

Z  — - 
CO 

<  cc 

r-  LU 

s:  5 

Do 

*0 

-J 

1 1  < 

00  QJ 

Q  C3 

_l  11  — 
<  <2 

5  5 

r- 

' — 2>- 

CO                             =  1_ 

O           3         ©  5 
X             Z          S9  H 

LU 

o 
cc 

O 

00 

H  P 
Z  — 

LU 

> 
< 
a. 

CO 
r- 
Z 
LU 

r— 

< 
a. 

< 
CC 
LU 
Q 
LU 
LU 

> 

LU 
_l 
r- 

> 
X 

LU 
_J 
t- 
r- 

X 
X 

LU 
-J 
h- 

< 

r- 

o 

r- 

ca 

00 

00 
r- 
Z 
LU 

r- 

< 

a. 

cc 

LU 

X 
1— 

o 

^0 

_l 
< 

O 
r- 

OQ 
Z3 
CO 

< 

r- 

o 

H 
Q 
Z 
< 

U 

DELEGATION  STATUS 

EJpsro  REVIEW 
non-delegated 

□  hospital  review 
delegation 

□  partially 
delegated 

85 


:  r 

5*3RS?  Mgnsgsmont  Information  System 
fc'sr,ua!  <  -  Ff idsraJ  Ptsports 

III.  MEDICAL  CARE  EVALUATION  STUDY  REPORTING 
Introduction 

This  section  describes  the  routine  PSFO  reports  related  to  Medical  Care  Evalua- 
tion Studies  (MCE  studies)  performed  by  the  PSFO  or  delegated  hospitals.  Three 
reports  are  described  in  this  section: 

Medical  Care  Evaluation  Spudy  Abstract  (BQA  131) 

Each  MCE  sfaudy  performed  by  the  PSFO  or  a  delegated  hospital  is  to  be 
reporfcfld  on  the  Medical  Care  Evaluation  Study  Abstract  (BQA  131).  In- 
structionp  for  BQA  131  are  provided  in  Section  3.1. 

Restudy  Report  (BQA  133) 

When  a  PSRQ  or  delegated  hospital  completes  a  restudy  as  the  final  step  in 
the  MCE  study  process,  BQA  133  should  be  ocmpleted.    Instructions  for  BQA 
133  are  in  Section  3.2. 

The  Medical  Care  Evaluation  Study  Status  Report  (BQA  135) 

BQA  135  provides  summary  information  an  all  MCE  studies  initiated,  in 
progress,  and  completed  in  the  PSRD  area  in  the  calendar  quarter.  Each 
quarter,  the  PSFO  must  update  BQA  135  by  indicating  which  MCE  studies  are 
complete  and  which  ME  studies  are  a?wly  initiated  in  the  quarter.  More 
detailed  Instructions  appear  in  Section  3.3. 

The  three  MCE  study  reports  listed  above  are  intended  to: 

1.  j^ar.tify  areas  whare  technical  assistance  in  conducting  MCE  studies 

may  be  appropriate; 

2.  provide  the  information  necessary  for  irionittoring  and  evaluating  P8R0 
and  hospital  performance  of  MCE  studies  at  local  and  national  levels; 

3.  provide  information  for  a  clearinghouse  of  successful  MCE  study 
methodologies  and  successful  criteria  and  standards. 


■B— 

Bur*M  of  Quality  AMuranoa 
Hoslttt  8arvloM  Administration  ^ 
Diriment  ot  Health,  Education,  and  WaHaf* 


1 

PSRO  Msnaeament  Information  Syttam  IrK:::?:?: 
Manuel  1  -  Fodarrl  Rmorti 

3.1    Medical  Care  Evaluation  Study  Abstract  (BQA  131) 

3.1.1.    General  Instructions  (See  sample  form  on  page  HI-12) 

All  MCE  studies  which  include  physician  participation  must  be  recorded  an  a 
Medical  Care  Evaluation  Study  Abstract.    Those  studies  which  are  directed 
by  non-physician  personnel  (e.g.,  nursing  service,  physical  therapy  audita) 
need  not  be  reported  on  a  mce  study  Abstract.    Instead,  a  record  should  be 
kept  of  the  number  and  type  of  such  studies  and  reported  when  requested  aa 
part  of  contract  progress  reports. 

The  mce  study  Abstract  is  a. checklist  of  the  step-by-step  performance  of  a 
MCE  study,  including  study  description,  design  and  methodology,  and  analysis 
of  results.    Although  the  abstract  has  been  designed  for  all  MCE  studies, 
unique  study  characteristics  not  on  the  abstract  should  be  described  in  the 
space  provided  for  explanation  and  remarks  and,  if  necessary,  using  addi- 
tional sheets.    A  description  of  the  study  protocol  and  a  list  of  the 
criteria  and  standards  used  should  be  attached  to  abstracts  of  those  studies 
judged  by  the  PSRO  to  be  particularly  successful.    This  refers  to  MCE 
studies  which  were  given  a  rating  of  "excellent"  for  technical  performance 
on  the  MCE  Study  Status  Report  BQA  135  (see  section  3.3) . 

A  MCE  study  is  considered  "complete"  for  purposes  of  reporting  on  the 
Abstract  when  study  results  have  been  analyzed,  action  programs  have  been 
identified,  and  appropriate  recommendations  have  been  made,  or  when  it  is 
decided  that  no  action  is  needed.    Do  not  wait  until  action  programs  have 
been  concluded,  or  until  the  re-study  assessing  the  efficacy  of  the  action 
programs  has  been  performed,  to  complete  and  submit  the  mce  study  Abstract. 
BQA  133,  the  Restudy  Report,  is  used  to  report  this  follow-up  step  of  the 
MCE  study. 

Only  one  Abstract  is  necessary  for  each  MCE  study  even  if  a  study  is 
performed  in  more  than  one  hospital  in  the  PSRO  area,  or  performed  jointly 
by  the  PSRO  and  delegated  hospitals.    In  cases  where  more  than  one  hospital 
is  involved,  the  necessary  narrative  explanations  should  be  included  in 
space  provided  for  this  purpose. 
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The  PSSO  a;  the  hospital  conducting  the  MCE  study  must  complete  the  top 
portion  of  3QA  131  with  the  PSRD-as signed  identification  number  (s)  of 
hospital (s)  included  in  the  MCE  study,  PSRO  name  and  the  date  the 
Abstract  i«  coroleted;  a  ~ark  in  the  appropriate  box  to  indicate  whether 
the  MC3  study  was  conducted  by  a  delegated  hospital  or  the  PSRO?  and 
the  dates  the  MCE  study  was  initiated  and  completed  through  the  steps 
listed  on  the  abstract.    The  FSRO  should  assign  a  MCE  study  number  to 
each  study  (bsth  P^30  and  delegated  studies)  sequentially  beginning  with 

01.  Thi?»  nvsrber  must  be  in  the  appropriate  box  in  the  upper  right  hand 
corner  Of  the  Medical  Care  Evaluation  Study  Abstract  (BQA  131)  and 
repeated  ia  all  references  to  that  particular  MCE  study  (e.g.  In  the 
Pmftudii  ar4  status  P^oorts  BOA  133  and  135) .    In  the  body  of  the  report, 
clvx-k  the  appropriate  oox  or  boxes  according  to  the  specific  instructions 
pirevidsS  fe&Lov.    Cor^let^  narrative  information  where  requested.  Enter 
additional  amrate  in  the  space  provided  as  necessary. 

The  Madical  Caret  Evaluation  Study  Abstract  should  be  completed  by  the 
hospital  cr  FSPC-  at  the  time  of  study  completion  (i.e. ,  through  the  steps 
on  the  sbotract) ,    Abstracts  for  studies  completed  by  delegated  hospitals 
should  be  neat  to  the  PSBO.    The  PSRO  will  submit  copies  of  all  Abstracts 
«50H©leted  by  the  PSRO  cr  its  delegated  hospitals  within  the  calendar 
quarter  no  later  than  45  days  following  the  end  of  the  quarter. 

3-1,?.    Specific  InMxuctions 

€£H^2-JSE^£'     Briefly  state  the  problem  under  study.     The  study  topic 
should  include  a  description  of  the  patient  group  studied  (e.g., 
patients  with  myocardial  infarction  treated  In  coronary  care  units) 
and  should  identify  the  subject  of  the  study  as  specifically  as 
pPM*iZi>X(2  (v.q.,  drugs  provided  to  patients  with  myocardial  infarctions 
fcr*»flt«.-v  in  this  CCU)  . 

2,  p*thods  for  Selecting  Study:    Check  the  one  box  describing  the  major 
fmstax  It>&din~  to  election  of  the  topict 

A.    Prof i la  f>,na lysis ;    Study  of  profiles  demonstrated  patterns  of 

cvr~  in6.lcs.tina  further  investigation. 

J?.    Concurrent  Pevlewi    Concurrent  review  activities  Indicated  a 

pna*iblm  problem  area. 

p.    Other  HCZ [  Study :    Another  MCE  study  suggested  the  nmmd  for 
this  xtudy. 

4"    Analysis  of  Medical  Records:     Review  and  analysis  of  a  group 

~or  gimp!*  or  nodical  records  revealed  certain  trends  or  variance 
frnv  <npt»hZ.ished  norms,  standards,  and  criteria. 
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«.      Perceived  Need:    Hospital  or  PSRO  identified  a  problem  are*  which 
merited  a  directed  study  effort. 

f.      Other:    Specify  the  method  for  selection  of  the  study  if  not 
Included  above. 

3.  Topic  Characteristic :    Check  the  one  box  which  best  defines  the  topic. 

a.  Incidence/ Prevalence :    There  is  a  high  incidence  or  prevalence  of 
the  diagnosis  or  problem  selected  for  study. 

b.  Preven tabl e  Morbi di ty /Mor tality.    with  treatment,  the  natural 
course  of  the  condition  for  study  can  be  altered  and  a  signifi- 
cant amount  of  morbidity  and/or  mortality  prevented. 

c.  Cost  of  Care:    There  is  a  high  cost  of  care  associated  with  the 
study  topic. 

d.  Other :    If  none  of  the  categories  above  is  a  characteristic  of 
the  study  topic,  check  this  item.    If  although  none  of  the 
characteristics  above  is  applicable,  another  characteristic  is  a 
principal  characteristic  of  the  topic,  specify  this  characteristic . 

4.  Hospital  Study  Responsibility :    Check  the  one  box  describing  the  group 
within  the  hospital  which  is  primarily  responsible  for  carrying  out 
the  MCE  study,    if  the  hospital  is  not  delegated  MCE  study  responsi- 
bility or  the  study  is  being  conducted  by  the  PSRO  across  several 
hospitals,  check  the  box  describing  the  hospital  group  which  is 
working  most  closely  with  the  PSRO  in  carrying  out  the  study. 

a.  Medical  Audit  Committee:    A  hospital-wide  committee,  regardless 
of  its  title,  with  responsibility  for  quality  assurance  activities 
in  the  hospital.    This  committee  may  also  have  responsibility  for 
utilization  review. 

b.  UR  Committee:    A  hospital-wide  committee  with  responsibility  for 
utilization  review  but  not  for  quality  assurance  activities. 

a.      Department-:    Specify  department  if  a  committee  based  in  one  of 
the  major  hospital  departments  is  responsible  for  the  study. 

d.      Other :    Specify  if  focus  of  responsibility  in  the  hospital  is 
other  than  those  listed  above  (e.g.,  tissue  committee). 
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5.  Non-Physlalan  Participation:    Specify  the  types  of  health  practi- 
tioners who,  in  addition  to  physicians ,  participated  in  the  study. 

6.  Derivation  of  Criteria/    Check  one  of  the  boxes  to  indicate  the 
principal  source  of  the  study  criteria. 

*•      Self -generated  t    The  criteria  adopted  were  primarily  original, 
generated  for  the  study  in  question  and  not  based  on  other 
sources. 

b.  National  Organization:    Criteria  were  primarily  baaed  on  seta 
developed  by  &  national  organization  such  as  the  American  Medical 
Association  or  the  American  College  of  Surgeons. 

c.  Other  PSRO:    Criteria  were  primarily  based  on  sets  formulated  by 
other  PSRO(s)  or  their  equivalent  (e.g.,  Experimental  Medical 
Care  Review  Organization (s) ,  Medical  Care  Foundations) . 

d.  Other  Hospital :    Criteria,  were  based  on  sets  formulated  by  other 
hospit&l (s) . 

e.  Other :    Specify  source  of  criteria  if  not  included  above. 

7.  Study  Site:    Check  one  box  to  show  which  of  the  following  waa  included 
in  the  study: 

a.  PSRO-wide:    All  hospitals  In  the  PSRO  area. 

b.  PSRO  Sub-Area:    A  defined  part  of  the  PSRO  area. 

a.      Individual  Hospital:    One  hospital  within  the  PSRO  area. 

d.  Service/Deportment  of  Hospital:    A  defined  service  or  department 
of  a  hospital.    Specify  the  department  or  service. 

e.  Other:    Specify  the  study  site  if  not  included  above. 

8.  Type  of  Data  Collection:    Check  one  box  to  indicate  which  of  the 
following  methods  was  used  to  collect  MCE  study  data: 

a.      Retrospective :    After  data  to  be  collected  were  identified,  a 

sample  of  patient  records  for  patients  previously  discharged  was 
the  data  source  (this  method  is  generally  used  when  data  nece- 
ssary for  the  study  are  available  in  the  patient  records) . 
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b.  Concurrent:    After  data  to  be  collected  were  identified,  a  sample 
of  future  patient  admissions  was  defined  and  used  as  the  data 
source  (this  method  is  used  when  data  necessary  for  the  study  are 
not  routinely  found  m  the  records  of  discharged  patients) . 

c.  Mixed :    A  combination  of  retrospective  and  concurrent. 

9.  Sample  Characteristics :    A  description  of  the  studied  population. 

a.  Number  of  Subjects!    The  number  of  patients  (charts,  discharges , 
etc.)  studied. 

b.  Population :    If  statistical  sample  was  used,  Indicate  the  esti- 
mated population. 

v.      Other  Descriptions:    A  brief  description  of  other  important 

characteristics  of  the  sample,  such  &a  the  time  period  from  which 
it  was  drawn  or  the  sampling  method  used. 

10.  Data  Instrument:    Check  one  of  the  boxes  to  Indicate  which  of  the 
following  data  collection  instruments  was  used.    If  more  than  one 
method  was  used,  check  the  one  used  for  s  majority  of  the  data  col- 
lected. 

a.  Special  Form:    A  data  collection  form  designed  specifically  for 
collecting  data  for  this  MCE  study. 

b.  Routine  Form:    The  data  collection  form  used  by  the  PSRO  or 
hospital  to  collect  required  data  for  Federal  discharges  on  a 
regular  basis.    This  includes  the  use  of  optional  fields  on  the 
routine  abstracts,. 

o.      other:    Specify  d,ata  collection  instrument  If  not  included 
above. 

11.  Data  Quality  Controls:    Check  the  box(ea)  which  describe (a)  the 
process  used  to  validate  the  d&cu  used  in  the  study. 

m'      Verified:    Quality  control  procoduroa  showed  the  presence  of  data 
necessary  for  the  study  in  ths>  source  documents  (usually  medical 
records),  and  the  accuracy  of  the  dat&  abstracted. 
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Z>.      Verified  -  Source  Inadequate:    Quality  control  procedures  shoved 
accurate  data  were  present  in  the  source  documents  (usually 
medical  records)  and  the  MCE  study  data  collection  forma.  However 
some  of  the  necessary  data  were  not  present  in  the  source  documents. 

For  example,  in  a  sample  of  100  records,  90  records  contain 
certain  laboratory  results;  of  the  90,  half  (45  records)  showed 
findings  which  met  the  established  criteria,  and  45  records 
showed  findings  which  did  not.    The  necessary  data  are  not 
present  in  the  other  10  records,  which  required  either  reducing 
the  study  sample  to  90,  or  selecting  additional  records. 

c.  Verified  -  Data  Inaccurate:    Quality  control  procedures  showed 
necessary  data  present  in  the  source  documents,  but  the  data 
abstracted  were  not  valid  (for  example,  coding  errors  occurred, 
data  were  recorded  incorrectly  on  the  data  collection  forms  or 
data  were  Incorrectly  omitted). 

d.  Nonet    No  verification  of  data  was  performed. 

e.  Other ?    Specify  other  quality  controls  if  not  Included  above. 

12.    Datu  Processing:    Check  one  box  to  show  which  of  the  following  was 
used  to  prepare  data  for  analysis. 

a.  Manual :    Data  manually  processed  by  local  personnel  (e.g.,  PSRO 
staff,  hospital  staff). 

b.  EDP:    Data  processed  by  computer,  either  as  a  part  of  routine 
data  preparation  or  as  a  special  processing  effort  for  this  MCE 
study. 

c.  Nixed t    Combination  of  manual  and  EDP. 

EDP  Costs    Enter  an  estimate  of  the  cost  of  computer  processing 
used  for  this  study,  if  any. 
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13.    Findings :    Check  one  box  which  best  describes  MCE  study  results.  If 
results  showed  some  areas  in  which  practice  was  in  compliance  with 
standards  and  some  areas  in  which  practice  was  at  variance  with  the 
standards,  check  the  appropriate  box  under  (b) ,  "Variation  from 
Standards" . 


a.      Compliance  with  Standards :    All  study  results  were  within 

acceptable  range  of  variation  from  norms  or  criteria  set  for 
this  study.    Check  this  item  only  If  no  variations  from  standards 
occurred.    If  this  item  is  checked,  do  not  complete  items  14-19 
below. 

bm      Variation  from  Standards :    Some  or  all  study  results  were  outside 
an  acceptable  range  of  variation  from  norms  and  criteria  set  for 
this  study.    Check  one  of  the  items  below  to  show  the  variation 
as  justified,  or  as  a  deficiency  requiring  action.    If  some 
variations  were  justified  and  some  were  not,  check  (2)  or  (3)  as 
applicable.     If  (1) ,  (2)  or  (3)  of  this  item  are  checked, 
describe  the  variatlon(s)  in  the  space  provided  for  additional 
explanatory  remarks. 


1)  Variation  Justified:    Analysis  showed  appropriate  variation/ 
for  example,  it  was  explained  by  the  condition  of  a  patient 
for  which  the  criteria  or  standards  were  not  applicable.  If 
this  Item  is  checked,  do  not  complete  items  14-19. 

2)  Deficiency  Identified:    Analysis  showed  unacceptable  varia- 
tion.   If  this  item  is  checked,  items  14-19  must  be  completed. 

3)  More  Than  One  Deficiency :     If  analysis  showed  more  than  one 
unacceptable  variation ,  check  this  item  and  specify  the 
number  of  deficiencies .     If  this  item  Is  checked,  items 
14-19  must  be  completed . 


14.    Deficiency  Analysis:    Chock  one  of  the  following  to  show  the  primary  cause 
of  the  deficiency .    If  more  than  one  deficiency  was  Identified,  cheak 
the  primary  cause  of  the  major  deficiency . 

a.  Knowledge :    Knowledge  or  skills  needed  to  perform  adequately . 

b.  Performance :     Knowledge  and  skills  were  adequate,  but  an 
Impediment  prevented  proper  performance . 

c.  Other:    Specify  the  cause  of  the  deficiency  If  not  included 

above .  i 
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25.    Attribution :    Check  one  or  more  of  the  following  to  show  the  group  or 
groups  to  which  the  major  deficiency  wee  attributed. 

a.  One  Hospital:    Tlte  problem  occurred  In  only  ono  hospital. 

b.  More  Than  One  Hospital:    The  problem  occurred  in  mora  than  one 
hospital  (whern  study  is  being  conducted  by  mote  than  one  hospi- 
tal).   If  this  box  is  checked,  specify  the  number  of  hospitals  in 
which  the  problem  occurred. 

c.  Individual  Physician (s) :    The  problem  Involved  one  or  more 
Individual  physicians  who  were  not  part  of  any  identifiable  group 
of  physicians. 

d.  Group (s)  of  Physicians :    The  problem  involved  one  or  more  discrete 
physician  groups  with  identifiable ,  similar  characteristics 
(e.g.,  physicians  of  the  same  specialty  or  on  the  sane  madloal 
staff) . 

e.  Non-Physician (s ) :    The  problem  involved  one  or  more  non-physicians 
in  medically-related  professions  (e.g.,  nurse (s) ,  physloal  thera- 
pist (e) ,  pharmacist (a) ) . 

t.     Administration t    The  problem  did  not  involve  medically  related 
personnel  but  was  attributable  to  hospital  procedure (s) ,  equip- 
ment, etc. 

jr.      Further  Study  Needed:    Responsibility  for  the  deficiency  cannot 
be  pinpointed  from  this  study  alone/  further  study  is  necessary. 

n*      Other:    Specify  persons,  organizations ,  or  institutions  respon- 
sible for  the  deficiency  not  included  above. 

16.    Type  of  Action  Recommended:    Check  one  or  more  of  the  following  to 

show  the  corrective  action (s)  recommended  for  all  deficiencies  identi- 
fied in  the  study.    Asterisk  (*)  the  action (s)  related  to  the  major 
deficiency.    Describe  action  in  the  space  provided,  continuing  the 
description  as  needed  in  the  space  for  additional  explanatory  remarks. 

a.      Practitioner  Counselling :    Counselling  of  one  or  more  health 
professional,  that  is,    physician,  or  non-physician  In  a  modl- 
cally-related  profession. 


Buiaau  of  Quality  Aamranoe  94 
Health  ftarvkm  Admlnlttratlon 
Department  o*  Health.  Education,  and  Walfant 


HI 


PSRO  Management  Information  System 
Manual  I  -  Fedaral  Baportt 


*»  111=10. 


b.      Educational  Program :    a  program  directed  tot 

1)  Single  Hospital x    All  or  a  specified  part  of  the  staff  of 
one  hospital. 

2)  PSRO  Sub- Ar eat    A  defined  part  of  the  PSRO  area,  such  am 
hospitals  or  physicians  in  one  county,  or  all  physicians  of 
one  specialty . 


3)      PSRO- w ids i    All  hospitals ,  physicians  or  other  types  of 
health  practitioners  in  the  area. 

o.      Administrative  Change:    A  change  in  hospital  procedures  or 

equipment  (e.g.,  procedures  for  assigning  patients  to  special 
care  units  or  the  number  of  pediatric  blood  pressure  cuffs 
available) .    Describe  the  recommended  change  in  the  apace  pro- 
vided, 

d.  Change  xn  Concurrent  Review:    A  change  In  the  method  of  con- 
current review  (e.g.,  instituting  pre-admission  certification  fot 
a  group  of  patients,  or  applying  more  in-depth  criteria  to 
particular  patients) .    Describe  the  recommended  change  In  the 
space  provided. 

e.  Other  Review  Modifications i    A  change  In  PSRO  or  hospital  review 
mechanisms  other  than  concurrent  review,  such  as  profile  analysis. 
Describe  the  recommended  change  In  the  spmce  provided. 

f.  Other i    Specify  and  describe  other  actions  recommended  If  not 
Included  above. 


17.  Estimated  Restudy  Date:    Specify  the  proposed  month  and  year  when 
restudy  will  take  place. 

18.  If  education  is  recommended,  is  there  linkage  with  existing  continuing 
medical  education  activities? 

Check  appropriate  box.    If  so,  briefly  describe  the  type  and  subject 
of  the  programs  and  the  organizations  Involved. 

19.  Responsibility  for  Action:    check  each  party  or  group  to  whom  primary 
responsibility  is  assigned  for  implementing  recommendation (s)  for 
action.    Asterisk  the  party  or  group  responsible  for  actlon(s)  related 
to  the  major  deficiency. 
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a.  Medical  Staff  (Committee)     The  hospital  medical  staff,  one  of 
its  committees ,  or  the  chief  of  staff. 

b.  Hospital  Board  of  Trustees:     The  governing  body  of  the  hospital . 

c.  Hospital  Administration:     The  hospital  administration. 

d.  Hospital  Service/Department  (Specify) 

e.  Other:    Specify  other  party  or  group  responsible  for  Implementing 
recommendation (s)  for  action  if  not  Included  above. 

20.  Person  Hours  Utilized:  Show  the  number  of  hours  of  physician  time  and 
of  other  staff  (data  analysts ,  clerical  support)  time  used  for  each  of 
the  following  steps  In  the  study.    Round  to  the  nearest  half  hour. 

a.  Selection  and  Design:     Includes  identification  of  study  topic 
and  patient  group  and  development  of  study  methodology. 

b.  Setting  Criteria  and  Standards  ■•    Includes  development  of  original 
criteria  and  standards  or  modification  of  existing  criteria  and 
standards . 

c.  Data  Collection  and  Display:     Includes  retrieval  of  data  from 
source  documents,  abstracting,  and  preparation  of  data  for  use 
by  the  study  participants. 

d.  Interpretation  and  Analysis  of  Findings:     Includes  comparison  of 
data  collected  with  criteria,  norms  and  standards ,  determination 
of  whether  variations  occurred ,  identification  of  deficiencies , 
design  of  appropriate  corrective  action  programs,  completing 
reports  on  the  study  and  making  recommendations  to  appropriate 
groups  or  organizations. 

e.  Total:    Amount  of  time  spent  by  physicians  and  othar  personnel  on 
MCE  Study.    The  total  hours  on  this  line  must  equal  the  sum  of 
the  hours  on  lines  a-d. 
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HOSPITAL 
10  NO. 


071 


PSRO  NAME 

ROCKVILLE  PSRO 

PSRO  NO. 

842 

MCE  STUDY  BEGUN 
Month   07       V«r  7  A 

MCE  STUDY  COMPLETED  THROUGH  STEPS 
BELOW       Momh   q9           Y#lr  74 

CONDUCTED  BY:    □  PSRO 

DELEGATED  HOSPITAL 


MCI  STUDY  ID  NO. 
16 


1.  STUDY  TOPIC    ManagmAnf    of   pflfloTif-n  u<fh 

(Write  In)  8UBpected  AMI  within  first  hour 
after  admission  to  emergency  room 

2.  METHOD  FOR  SELECTING  STUDY  (Chick  On*) 

a.  PROFILE  ANALYSIS 

b.  CONCURRENT  REVIEW 
e.  OTHER  MCE  STUDY 
d.  ANALYSIS  OF  MEOICAL  RECORDS 
••  PERCEIVED  NEED 

OTHER  (Specify)  


□ 
□ 
□ 
□ 

□ 
I. 

□ 

O 
□ 


TOPIC  CHARACTERISTIC  (Check  Ona) 

a.  INCIDENCE /PREVALENCE 

b.  PREVENTABLE  MORBIDITY/MORTALITY 
e.  COST  OF  CARE 

d.  OTHER  (Specify)  


.      HOSPITAL  STUDY  RESPONSIBILITY  (Check  One) 
g)  a.  MEDICAL  AUDIT  COMMITTEE 
□  b.  UR  COMMITTEE 

Q  C  SERVICE/DEPT.  (Specify)  


□  d.  OTHER  (Specify)  

8.      NON -PHYSICIAN  PARTICIPATION  (Specify) 

E.  R.  Nursing 

Respiratory  therapy 

X-ray  technologists   


B.  DERIVATION  OF  CRITERIA  (Chock  Ona) 
J3  a.  SELF  GENERATED 

□  b.  NATIONAL  ORGANIZATION 

□  e.  OTHER  PSHOIS) 

□  d.  OTHER  HOSPITAL(S) 

□  a.  OTHER  (Specify)  


7.     STUDY  SITE  (Check  Ona) 

□  a.  PSRO-WIDS 

□  b.  PSRO  SU8  AREA  (NO.  HOSPITALS. 
(XJ  e.  INDIVIDUAL  HOSPITAL 

Q  d.  SERVICE  /DEPT.  OF  HOSR  (Specify). 

□  a.  OTHER  (Specify)  


8.  TYPE  OF  DATA  COLLECTION  (Check  Ona) 

□  a.  RETROSPECTIVE 

□  b.  CONCURRENT 
£)  c  MIXED 

9.  SAMPLE  CHARACTERISTICS 


a.  NUMBER  OF  SUBJECTS. 


b.  POPULATION    100%  sample 


OTHER  all  pts.  adm.  to  ER  with  suspected 


10. 


0 
□ 
□ 


DATA  INSTRUMENT  (Check  Ona) 

a.  SPECIAL  FORM 

b.  ROUTINE  FORM 

e,  OTHER  (Specify)  


MI  in  last  3  months, 


11. 


□ 
□ 
□ 


DATA  QUALITY  CONTROLS  (Check  all  that  apply) 

a.  VERIFIED 

b.  VERIFIED  -SOURCE  INADEQUATE 

a.  VERIFIED  •  DATA  INACCURATE 
d.  NONE 

□  a.  OTHER  (Specify)  .  ,  , 

12.  DATA  PROCESSING  (Check  Ona) 
JO  a.  MANUAL 

□  b.  EDP 

□  e.  MIXED 

EDP  Coit:  S  

13.  FINDINGS  (Check  One) 

□  a.  COMPLIANCE  WITH  STANDARDS  (Go  to  item  20) 

b.  VARIATION  FROM  STANDARDS 

□  (1)     VARIATION  JUSTIFIED  (Go  to  item  20) 
Q  (2)     DEFICIENCY  IDENTIFIED  (Proceed  with  Item  14; 
EJ  (3)     MORE  THAN  ONE  DEFICIENCY  (Proceed  w.lh 
Item  14,  ipecify  number  i  ) 


Continued  on  reverte  tide 


<>7 


DEFICIENCY  ANALYSIS  (Chaek  On*) 
□  a.  KNOWLEDGE 
g)  to.  PERFORMANCE 


□  a.  OTHER. 


□ 
□ 
□ 


ATTRIBUTION  (Check  ill  that  apply) 
a.  ONE  HOSPITAL 

MORE  THAN  ONE  HOSPITAL  (NO. 
INDIVIDUAL  PHYSICIAN 
CROUP(S)  OF  PHYSICIANS 
NONPHYSICIAN(S) 
ADMINISTRATIVE 
FURTHER  STUOY  NEEDED 


69 
□ 

□  tk.  OTHER 


IS. 


TYPE  OF  ACTION  RECOMMENDED  (Chaek  all  that 
apply  and  daacriba) 


PRACTITIONER  COUNSELLING  . 


b.  EDUCATIONAL  PROGRAM     ...  .  A 

efficacy  of  lm- 

Q  (1)    SINGLE  HOSPITAL  mgrH  ntP  mnrH  fnr  ir 

or  cardiac  rhythm 
□  (2)    P8RO  SUB-AREA  


□  C3)  PSROWIDE. 


EJ  a.  ADMINISTRATIVE  CHANGE  nrgnn-lgp  nr» 


emergency  team  for  use  in  ER 
□  cL  CHANGE  IN  CONCURRENT  REVIEW 


□  a.  OTHER  REVIEW  MODIFICATION 


□  f.  OTHcR 


17. 
19. 


ESTIMATED  RE -STUDY  DATE  (mo/yr)   Jan.  1975 


19. 


IF  EDUCATION  IS  RECOMMENDED,  IS  THERE 
LINKAGE  WITH  EXISTING  CONTINUING  MEDICAL 
EDUCATION  ACTIVITIES? 
Ova*         □  no 

IF  YES.  PLEASE  npfiffmnp-  Part  of  lnaarvipa 
program  on  value  of  cardiac 

monitoring  in  AMI 

RESPONSIBILITY  FOR  ACTION  (Chaek  all  that  apply) 
EJ  a.      MEDICAL  STAFF  (COMMITTEE) 

□  b.      HOSPITAL  BOARD  OF  TRUSTEES 
HC  a.      HOSPITAL  ADMINISTRATION 

□  d.     «EPV/irF/nEPT  <cp~:fyl 


20. 


a.      OTHER  (Spaclfy)  

PERSON  HOURS  UTILIZED  (Round  to  half  houn) 


g 


MCE  STUDY  TASK 

PHYSICIAN 

OTHER 

a. 

SELECTION  AND  DESIGN 

1 

.1 

b. 

SETTING  CRITERIA 
AND  STANDARDS 

3 

a. 

DATA  COLLECTION 
AND  DISPLAY 

28 

d. 

INTERPRETATION  AND 
ANALYSIS  OP  FINDINGS 

2 

2 

a. 

TOTAL 

6 

31 

ADDITIONAL  EXPLANATORY  REMARKS  (USE  ADDITIONAL  PAPi  *  IF  NECESSARY) 

13b.    Deficiencies  identified: 

1)  Lack  of  E.R.  staff  trained  in  hai.dling  of  suspected  A.M.I,  patients 
resulting  in  unnecessary  delays  in  initiating  monitoring  of  cardiac 
rhythm. 

2)  Delays  in  obtaining  patient  chest  X-rays  from  radiology  department. 

16c.  (continued):  return  chest  X-rays  to  emergency  room  for  review  by 
physician  team  immcd i itely  to  assist  in  determining 
further  course  of  tr.  ltment. 
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3.2    Restudy  Report  (BQA  133) 

3.2.1.  General  Instructions  (See  sample  form  on  page  II 1-17) 

Hie  Restudy  Report  is  used  to  report  on  re studies  performed  to  assess 
the  effectiveness  of  corrective  action  (s)  taken  in  MCE  studias.  It 
is  not  for  reporting  repeat  MCE  studies  (a  complete  MCE  study  on  a 
topic  which  was  the  topic  of  a  previous  study) . 

After  a  restudy  is  performed  by  a  delegated  hospital  or  the  PSRO,  the 
Restudy  Report  must  be  prepared.    All  reports  prepared  for  restudies 
completed  in  a  calendar  quarter  are  to  be  submitted  to  BQA  within 
45  days  of  the  end  of  the  quarter. 

3.2.2.  Specific  Instructions 

Complete  the  top  of  the  form  with  the  PSRO-as signed  identification 
number (s)  of  hospital (s)  Included  in  the  restudy;  PSRO  name  and 
ID  number,  the  dates  the  restudy  was  begun  and  was  completed,  and 
indicate  whether  the  PSRO  or  delegated  hospital  conducted  the 
restudy.    Supply  additional  comments  In  the  apace  provided  as 
necessary . 

1.  Identification  of  Original  Study:    Show  which  MCE  study  was 
restudied .    The  information  for  the  MCE  study  should  be  the  same 
as  that  used  for  completing  the  Medical  Care  Evaluation  Study 
Abstract  (BQA  131)  for  the  study. 

a.  Topic  of  MCE  Study:     State  the  topic  of  the  MCE  study 
restudied  as  reported  on  BQA  131,  Item  1. 

b.  Abstract  I.D.  No.:    Enter  the  I.D.  number  of  the  abstract 
to  which  the  restudy  Is  related. 

c.  Date  MCE  Study  Completed:    Enter  the  date  of  completion  of 
the  MCE  study,  as  reported  on  BQA  131. 

2.  Restudy  Methodology :    Check  one  or  more  of  the  following  according 
to  instructions  to  indicate  the  procedures  used  in  the  restudy. 

a.     Type  of  Data  Collection:     Check  one  box  to  show  which  of  the 
following  methods  was  used  to  collect  MCE  study  data: 

1)     Retrospective :     After  data  to  be  collected  were  identified , 
a  sample  of  patient  records  for  patients  previously  dis- 
charged was  used  as  the  source  (this  methods  is  used  when 
data  necessary  for  the  study  are  generally  available  In  the 
patient  records) . 
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Concurrent;    After  data  to  Jbe  collected  were  Identified,  a 
sample  of  future  patient  admissions  was  defined  and  used  as 
the  data  source  (this  method  is  used  when  data  necessary  for 
the  study  are  not  routinely  found  in  the  records  of  discharged 
patients) . 

3)      Mixed:    A  combination  of  retrospective  and  concurrent. 

b.  Sample  Characteristics:    A  description  of  the  study  group. 

1)  Number  of  Subjects:    The  number  of  patients  (charts, 
discharges,  etc.)  studied. 

2)  Population:    If  statistical  sample  was  used,  Indicate  the 
estimated  population. 

3)  Other  Description:    A  brief  description  of  other  important 
characteristics  of  the  sample,  such  as  the  time  period  from 
which  it  was  drawn  or  the  sampling  method  used. 

c.  Data  Instrument:    A  description  of  the  data  collection  methods  used 
In  the  restudy.    Check  all  that  apply. 

1)  Special  Form:    A  form  designed  specifically  for  the  initial 
steps  of  the  MCE  study  or  this  restudy. 

2)  Routine  Form  -  Additional  Elements:    The  form  used  to  collect 
the  data  was  the  abstract  used  by  the  PSRO  or  hospital  to 
collect  required  data  for  Federal  discharges  on  a  regular 
basis.    The  data  elements  were  recorded  on  the  abstract 
especially  for  this  MCE  restudy. 

3)  Routine  Form  -  Routine  Elements  -  The  data  used  were,  data 
routinely  collected  on  every  Federal  patient  by  the  PSRO  or 
hospital . 

4)  Elemen t(s)  Used:    Specify  data  elements  other  than  those  In 
the  PHDDS  which  were  collected  and  used  for  the  restudy 
(use  additional  space  If  necessary) . 

5)  Element (s)   to  be  Incorporated  in  Routine  Data  Set:  If 
routine  data  elements  other  than  those  In  the  PHDDS  were 
collected  and  used  for  the  restudy,  spncify  data  elements. 
If  any,  which  you  would  recommend  be  added  to  the  PSRO'a 
routine  data  set. 


100 


Bureau  of  Quality  Aiaurance 
Health  Service*  Admlnlttretlon 
Depart  man  I  of  Health,  Education,  and  Welfare 


PSRO  Management  Information  System 

Manual  I  -  Federal  Renorts 

1 1 1 1 1  j  j  .  .'i . .'.  - 1 1 ,  i .  i .  1 1 1  n  1 1 )'. .  i . . ,  i  


'■■>      lam  DM  , 


111-15 


1  5  SEP  W5 


d.  Criteria  and  Standards 

1)  Subset  of  Original:    A  part  of  the  criteria  and  standards  of 
the  MCE  study  was  used  for  the  restudy,  with  or  without 
modification. 

2)  Original  Set:     The  norms,  standards  and  criteria  of  the  MCE 
study  were  used,  with  or  without  modification,  in  the  restudy. 

3)  Other:    Specify  what  criteria  and  standards  were  uned  for 
the  restudy  if  not  included  above. 

e.  Modifications  of  Criteria  and  Standards:    Check  appri  relate  box 
below  to  indicate  degree  of  modification  made  from  oi  '.'final 
criteria  and  standards ,  whether  the  entire  set  or  a  suhaet  was 
used. 

1)  Substantial:    For  greater  than  50  percent  of  criteria  used, 
the  criteria  and  related  standards  were  modified. 

2)  Some:     There  was  modification  of  some  of  the  criteria  and 
related  standards  used  but  it  represented  less  th*:n  SO 
percent  of  the  criteria  used. 

3-)    Nonet    There  was  no  modification  of  criteria  and  related 
standards . 


3.        Findings : 

a.    Original  Findings  (check  one):    Check  the  box  which  best  desor.bev 
the  effect  upon  the  deficiencies  identified  i  i  the  MCE  study 
and  explain  in  the  space  provided  for  additional  explanatory 
remarks . 

1)  Actions  Corrected  Deficiencies :     The  deficiencies  no  longer 
exist. 

2)  Actions  Partially  Corrected  Deficiencies :     Some  improvement 
is  evident,  but  the  problems  still  exist. 

3)  Actions  Produced  No  Change:     The  deficiencies  persist  at  the 
same  level  as  identified  in  the  MCE  study. 

4)  Actions  Not  Implemented :     The  corrective  actions  recommended 
by  study  results,  such  as  education  programs  or  administrative 
changes,  never  occurred . 
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b.    New  Problem  Identified:    In  addition  to  the  deficiencies  already 

identified ,  a  new  problem  warn  identified  in  this  restudy.  Specify  I 
the  problem.  jj 

4.  Recommenda tlons :    Check  one  or  more  box(es)  to  show  the  action* 
recommended  as  a  result  of  the  restudy,  and  describe  the  action  in 
the  space  provided. 

a.  Same  Education  Programs:    Recommended  programs  should  be  repeated, 

continued,  or  expanded. 

b.  New  Education  Programs:    Education  programs  other  than  those 
recommended  In  the  original  MCE  study. 

c.  Same  Administrative  Change:     The  same  changes  In  hospital  procedures 
or  equipment  recommended  after  the  initial  steps  of  the  MCE  study 
should  be  pursued. 

d.  New  Administrative  Change:    A  change  in  hospital  procedures  or 
equipment,  not  previously  recommended,  should  be  made. 

e.  Restudyt    Another  reatudy  will  be  performed. 

f.  MCE  Study:    A  MCE  study  of  a  related  topic  or  a  MCS  study  focusing 
in  a  greater  depth  on  a  subset  of  the  same  topic. 

g.  Change  in  Concurrent  Review:    A  change  In  the  method  of  concurrent 
review,  such  as  instituting  pre-admission  certification  for  a 
group  of  patients,  or  applying  more  indepth  criteria  to  particular 
patients. 

h.  Other  Review  Modification:    A  change  in  PSRO  or  hospital  review 
mechanisms  other  than  concurrent  review,  such  as  profile  analysis. 

1.    No  Action  Necessary :    No  further  action  on  the  MCE  study. 

j.    Other:    Specify  other  recommendations  made  If  not  Included  above. 

5.  Person  Hours  Utilized:    Show  the  number  of  half  hours  of  physician 
time  and  other  personnel  time  used  for  the  restudy  and  the  total  hours 
used.    Round  to  the  half  hour. 
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RE-STUDY  REPORT 


Offiea  of  Mantatmcnt  and  Budgat 
Approval  Numbar  68-H1476  -ftj. 


HOSPITAL 
ID  NO. 


on 


PSRO  NAME 


DATE  REtTUDY  BEGAN  _ 
01        Y.ar  oT 


PIRONO., 


CONDUCTED  BY: 


DATE  REtTUDY  COMPLETED 
Month    Ojfl,       V,,f  <7^** 


RO 

E  LEGATED  HOSPITAL 


7l.  IDENTIFICATION  OP  STUDY,  •  lLu     a^.  • 

a.  TOPIC  OF  MCE  aninv  *^mgHI&  Wffn  flffll  Ifl 

•A'nsf  Iv^r  aPter  (MWssi'cr-t  To  gR 


Y  COMPLETE! 
HOOOLOGY 


HZ 


b.  ABSTRACT  ID  NUMBER 
a,  DATE  STUDY  COMPLETE! 
ACTIONS 


2.  REtTUDY  METHC 

a.  TYPE  OF  DATA  COLLECTION  (Chaak  Om) 
J    Bii)  RETROSPECTIVE 

□  (2)  CONCURRENT 

□  (3)  MIXED 

b.  SAMPLE  CHARACTERISTICS 

(1)    NUMBER  OP  SUBJECTS    _  ^-O 
12)    POPULATION  IQCPIa  HflJMplf 


(3)    OTHER  DESCRIPTION. 


a^DATA  INSTRUMENT  (Chaok  all  that  apply) 
fifffl)    SPECIAL  FORM 

□  (2)    ROUTINE  FORM  •  SPECIAL  ELEMENTS 

□  (3}    ROUTINE  FORM  •  ROUTINE  ELEMENTS,  J 

(4)  elfm-ntu)  i3SBo±imeJdtiusSb  tiwk  Qfu 


ROUTINE  DATA  RFT    DO  f)(L. 


cJ.  CRITERIA  ANO  STANDARDS  (Chadc  Orw) 
Bill    SUBSET  OF  ORIGINAL 
Cqi  ORIGINALSET 

D  «>    OTHER  <Sp»eHy)  


a.  MODIFICATIONS  OP  CRITERIA  AND  STANDARDS 
(Chaok  On*) 

□  111  SUBSTANTIAL* 

□  O)  SOME 

&H3I  NONE  


3.  FINDINGS 

a.  ORIGINAL  FINDINGS  (Chaofc  Ona) 

UHl)    ACTIONS  CORRECTED  DEFICIENCIES 

□  (2)    ACTIONS  PARTIALLY  CORRECTED 

DEFICIENCIES 

□  (3)    ACTIONS  PRODUCED  NO  CHANGE 

□  (4)    ACTIONS  NOT  IMPLEMENTED 


b.  NEW  PROBLEM  IDENTIFIED  (SpteHy). 


4.  RECOMMENDATIONS  ICIwck  all  that  apply) 
□  a.  SAME  EDUCATION  PROGRAMS 
Q  b.  NEW  EDUCATION  PROGRAMS  (SpMtfy). 


□  c  SAME  ADMINISTRATIVE  CHANGE 

□  d.  NEW  ADMINISTRATIVE  CHANGE  (Specify) . 


RESTUDY  (Eatlmatad  MaVYrl 
MCE  STUDY 


□  t-  CHANGE  IN  CONCURRENT  REVIEW  (Spaarry). 


□  h.  OTHER  REVIEW  MODIFICATION  (SpaaHy) 


EfLNO  ACTION  NECESSARY 
□  J.  OTHER  (Spacrfy)  


B.  PERSON  HOURS  UTILIZED  (Round  to  halt  noun) 

a.  PHYSICIAN..,  .  £*.  

iL 

b.  OTHER. 
5f,  eVTOTAL  « 


ADDITIONAL  EXPLANATORY  REMARKS      (USE  ADDITIONAL  PAPER  IF  NECESSARY) 

(continued)  lnaervi.ee  training  program  on  cardiac  monitoring  was 
ccmaucted  j- rentudy  showed  no  delays  l*a  start  of  monitoring  for  suspectad 
AMI  patients.     Emergency  team  was  organized  and  began  work  In  E.R.  on 
11/1/74.     Radiology  dept.  Instituted  new  procedures  for  X-rays  of  E.R. 
patients;  delays  In  obtaining  X-rays  have  now  been  eliminated. 
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3.3.    Medical  Care  Evaluation  Study  Status  Report  (BQA  135) 

3.3.1  General  Instructions  (See  sample  form  on  page  XII-20) 

Each  quarter  the  PSRO  must  provide  BQA  with  an  updated  copy  of  the 
MCE  Study  status  Report  by  indicating  which  MCE  studies  listed  were 
completed  through  the  initial  steps  and  through  the  restudy,  and  by 
adding  MCE  studies  initiated  in  the  PSRO  area  in  that  calendar  quarter. 
All  MCE  studies  with  physician  participation  performed  in  the  PSRO 
area  by  the  PSRO  and  by  delegated  hospitals  are  to  be  reported. 
The  Medical  Care  Evaluation  Study  Status  Report  (BQA  135)  is  to  be 
submitted  within  45  days  of  the  end  of  the  calendar  quarter  according 
to  the  following  instructions. 

3.3.2  Specific  Instructions 

For  each  page  of  this  report,  complete  the  top  right  side  with  the  date 
the  report  is  completed  and  the  appropriate  page  numbers.  Complete 
the  left  hand  side  by  indicating  for  each  page  whether  the  MCE  studies 
listed  refer  to:     1.  PSRO  sub-area  or  area-wide  MCE  studies  (whether 
In  delegated  or  non-delegated  hospitals) /  2.  individual  studies  in 
non-delegated  hospitals  (hospitals  not  delegated  MCE  study 
responsibility) i  or  3.  individual  delegated  hospital  studies.  Use 
separate  pages  for  each  of  the  three  types  of  studies.    Ratings  on 
the  Impact  and  technical  performance  are  required  in  columns  7  and  10. 
These  ratings  will  not  be  used  to  monitor  PSRO  study  capabilities , 
but  rather  to  assist  an  MCE  study  clearinghouse  to  identity  successful 
MCE  study  topics,  methodologies  and  criteria  sets. 

Column  (1)  -  MCE  Study  Topic:    Briefly  state  the  topic  of  the  MCE  study. 

Column  (2)  -  Study  ID# :    Record  the  MCE  study  identification  number. 
This  number  must  be  the  number  of  the  MCE  Study  Abstract  (BQA  131) 
that  has  been  or  will  be  used  to  report  on  the  initial  steps  of  the 
MCE  study. 

II  Column  (3)  -  Hospital  ID:  Record  the  PSRO-assigned  hospital  identlfl-  II 
|l   cation  number (s)  of  hoapital(s)  included  in  the  MCE  study.  \\ 

Column  (4)  -  Date  Started:    Record  the  day,  month  and  year  of  the  start 

of  the  MCE  study. 

Column  (5)  -  Estimated  Completion  Dates:     Enter  the  day,  month  and 
year  when  the  study  is  expected  to  be  completed  through  the  steps 
reported  on  the  MCE  study  abstract,  i.e.,  through  recommended  action 
or  recognition  that  no  action  is  necessary. 
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Column  (6)  -  Actual  Completion  Datet    For  reporting  purposes,  a  study  is 
considered  "completed"  when  study  results  have  been  analyzed,  and  appro- 
priate recommendations  have  been  made  or  when  it  Is  decided  that  no  action 
is  needed. 

Column  (7)  -  Technical  Rating:    The  PSRO  or  hospital  conducting  the  MCE 
study  should  estimate  the  success  of  the  initial  steps  of  the  MCE  study  as 
poor,  good,  or  excellent  based  on  the  technical  study  performance  (effective 
use  of  physician  and  staff  time,  adequacy  of  the  study  methodology,  quality 
of  the  data  obtained,  isolation  of  problems).    Mark  a  "P",  "C  or  "E"  In 
the  column  according  to  the  rating.    The  study  protocol  and  the  criteria 
and  standards  used  should  be  forwarded  with  the  MCE  Study  Abstract  for 
studies  which  have  been  rated  "E"  for  excellent. 

Column  (8)  -  Estimated  Date  of  Restudy:     Enter  the  month  and  year  when  it 
is  expected  that  the  first  rastudy  will  be  completed.     It  will  be  appro- 
priate to  complete  this  column  only  after  the  initial  steps  of  the  MCE 
study  have  been  performed  and  a  restudy  date  has  been  assigned.    If  no 
deficiencies  are  identified  in  the  initial  steps  of  the  study,  it  will  not 
be  appropriate  to  complete  columns  8,  9  or  10. 

Column  (9)  -  Actual  Date  of  Restudy:    After  the  restudy  has  been  completed , 
indicate  the  day,  month  and  year  restudy  was  completed. 

Column  (10)  -  Impact  Rating:     The  PSRO  or  hospital  conducting  the  restudy 
should  estimate  the  success  of  the  MCE  study  based  on  restudy  results 
indicating  the  degree  of  appropriateness  and  effectiveness  of  the  remedial 
action (8 ) .    Mark  a  "P",  "G"  or  "E"  In  the  column  to  indicate  poor,  good  or 
excellent  MCE  study  results.     For  MCE  studies  rated  E,  include  with  BQA  135 
a  brief  description  of  why  the  MCE  study  was  successful  In  effecting  change. 
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IV.    PSRO  HOSPITAL  DISCHARGE  DATA  SET  (PHDDS) 
Introduction 

The  data  collection  and  reporting  requirements  specified  in  this  section  satisfy 
DHEW  requirements  for  collection  of  the  Uniform  Hospital  Discharge  Data  Set 
(UHDDS) .    In  addition  to  the  UHDDS,  certain  data  about  PSRO  review  activities 
are  also  required.    These  extra  data  elements,  collected  and  reported  uniformly 
by  PSROs,  will  provide  comparable  data  on  concurrent  review  activity  for  all 
hospitals  and  PSROs.    This  extended  data  set  is  referred  to  as  the  PSRO  Hospital 
Discharge  Data  Set  (PHDDS) .    Certain  elements  of  the  PHDDS  are  used  to  prepare 
the  Concurrent  Review  Activity  Summary  (BQA  121) .    For  an  interim  period  both 
the  PHDDS  and  BQA  121  will  be  required. 

The  PHDDS  and  other  data  collected  by  the  PSROs  will  be  the  basis  of  reports 
produced  for  profile  analysis,  and  the  monitoring  and  management  of  review 
activities  at  the  local  level. 

A  subset  of  the  PHDDS  will  be  reported  by  PSROs  to  the  Bureau  of  Quality  As- 
surance.   Although  useful  to  the  PSRO,  certain  elements  frcm  the  PHDDS  will  not 
be  required  for  Federal  reporting  for  two  reasons:     (1)  to  conform  with  PSRO 
confidentiality  policies;  and  (2)  no  need  for  these  elements  exists  at  the 
Federal  level.    These  data  will  be  used  at  the  Federal  level  to  produce)  regional 
and  national  norms,  comparative  studies  of  utilization  rates  in  PSRO  areas,  and 
for  assessment  of  the  program. 

Section  4.1  provides  a  list  of  the  PHDDS  elements  along  with  their  definitions. 
The  elements  which  are  asterisked  (*)  are  those  required  for  Federal  reporting. 

4.1   PHDDS  Definitions 

The  PSRO  is  required  to  collect  the  elements  of  the  PHDDS  for  all  Medicare, 
Medicaid,  and  Title  V  discharges,  according  to  the  definitions  below. 
Asterisks  indicate  those  data  which  are  to  be  reported  to  BQA. 

1.     Person  Identification 

The  patient' s  unique  social  security  number  is  to  be  recorded  on  «ach 
admission.    For  newborns  and  children  not  having  a  social  security 
number  but  covered  under  Medicaid,  the  recipient  I.D.  number  is  to  be 
used.     (  A  unique  number  is  essential  to  assure  record  linkage  far 
multiple  admissions  of  the  same  individual) . 
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If  the  hospital  also  assigns  a  medical  record  number  which  differs 
from  the  social  security  number  or  the  recipient  I.D.  number,  it  is 
also  to  be  collected  (to  facilitate  retrieval  of  individual  case 
records) . 

*2.     Date  of  Birth 

Month,  day  and  year  of  birth 
*3.  Sex 

Male,  Female 
*4.  Race 

White,  Black,  Other 
*5 •  Residence 

ZIP  code 

*6 .     Hospital  Identification 

The  provider  number  assigned  by  the  Medicare  Program  and  used  by 
Medicare  and  Medicaid  in  the  hospital  certification  process. 
NOTE:     The  Medicare  provider  number  is  not  to  be  reported  to  BQA. 
For  reporting  purposes,  the  PSRO  should  use  a  unique  hospital 
identifier  assigned  by  the  PSRO  according  to  procedures  to  be 
provided  by  BQA. 

*7 .     Admission  Date  and  Hour 

Month,  day,  year  and  hour  of  admission 
*8.     Discharge  Date 

Month,  day  and  year  of  discharge 

9 .     Attending  Physician 

This  is  the  physician  primarily  responsible  for  the  care  of  the  < 
patient  from  the  beginning  of  this  hospital  episode.     In  deter- 
mining the  physician  primarily  responsible,  the  following  criteria 
apply: 
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a.  If  the  patient  has  a  private  attending  doctor  who  arranged  for 
his/her  admission  to  the  institution  and  directed  his/her  care 
therein,  this  physician  is  normally  considered  to  be  the  attend- 
ing physician  in  the  hospital. 

b.  If  the  patient  does  not  have  a  private  doctor,  the  physician 
primarily  responsible  in  the  hospital  is  the  staff  member  or 
resident  to  whom  the  patient  is  assigned  and  for  whose  care 
he/she  is  legally  responsible. 

The  physician  is  to  be  identified  by  his/her  unique  social 
security  number. 

10.  Operating  Physician 

This  is  the  physician  who  performed  the  principal  procedure.  The 
physician  is  to  be  identified  by  his/her  unique  social  security 
number . 

*11.  Diagnoses  (Principal  and  Other) 

All  diagnoses  that  affect  the  current  stay. 

a.  Principal  Diagnosis  is  to  be  designated  and  is  defined  as:  The 
condition  established  after  study  to  be  chiefly  responsible  for 
occasioning  the  admission  of  the  patient  to  the  hospital  for 
care . 

b.  Other  Diagnoses  to  be  listed  are: 

All  conditions  that  coexist  at  the  time  of  admission,  or  develop 
subsequently,  which  affect  the  treatment  received  and/or  the 
length  of  stay.     Diagnoses  that  relate  to  an  earlier  episode 
which  have  no  bearing  on  this  hospital  stay  are  to  be  excluded. 

NOTE:     BQA  is  working  with  other  HEW  agencies  to  finalize  a 
Departmental  UHDA  and  instructions  for  recording  the  elements 
of  the  UHDDS.     When  the  format  and  instructions  for  its  use  are 
finalized,   it  is  expected  that  specific  procedures  for  diagnostic 
and  procedural  coding  (including  the  number  of  codes,  terminology 
to  be  used,  who  is  to  code  the  data)  will  be  included  and  the 
reporting  of  this  item  will  be  changed  accordingly.     In  the  interim, 
PSROs  are  required  to  report  the  ICDA-8  or  HICDA-2  code  for  the 
principal  diagnosis.     For  each  discharge  on  which  diagnoses  in 
addition  to  the  principal  are  coded  in  the  systems  specified  above 
and  entered  in  computers  for  local  use,  report  up  to  four  additional 
diagnoses.     For  discharges  on  which  diagnoses  in  addition  to  the 
principal  are  either  not  coded  in  the  specified  coding  systems  or 
are  not  computer-entered  for  local  use,  report  only  whether  ad- 
ditional diagnoses  existed. 
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*12.  Procedures  (Principal  and  Others) 

a.       All  procedures  performed  in  operating  rooms  are  to  be  recorded 
with  the  dates.     In  addition  to  these  procedures,  all  other 
significant  procedures  are  to  be  recorded.     A  significant  pro- 
cedure is  one  which  carries  an  operative  or  anesthetic  risk  or 
requires  highly  trained  personnel  or  special  facilities  or  equip- 
ment.    Some  examples  of  such  procedures  are  cardiocatheterization, 
angiography,  endoscopy,  and  supervoltage  radiation  therapy. 


b.  When  more  than  one  procedure  is  recorded  the  principal  procedure 
is  to  be  designated.  In  determining  which  of  several  procedures 
is  the  principal,  the  following  criteria  apply: 

(1)  The  principal  procedure  is  one  which  was  performed  for 
definitive  treatment  rather  than  one  performed  for 
diagnostic  or  exploratory  purposes,  or  was  necessary  to 
take  care  of  a  complication. 

(2)  The  principal  procedure  is  that  procedure  most  related 
to  the  principal  diagnosis. 

NOTE:     BQA  is  working  with  other  HEW  agencies  to  finalize  a 
Departmental  UHDA  and  instructions  for  recording  the  elements 
of  the  UHDDS.     When  the  format  and  instructions  for  its  use 
are  finalized,  it  is  expected  that  specific  procedures  for 
diagnostic  and  procedural  coding  (including  the  number  of  codes, 
terminology  to  be  used,  who  is  to  code  the  data)  will  be  included 
and  the  reporting  of  this  item  will  be  changed  accordingly. 
In  the  interim,  PSROs  are  required  to  report  the  ICDA-8  or  HICDA-2 
code  for  the  principal  procedure  and  the  date  on  which  the  principal 
procedure  was  performed.     For  each  discharge  on  which  procedures 
in  addition  to  the  principal  are  coded  in  the  systems  specified 
above  and  entered  in  a  computer  for  local  use,  report  up  to  three 
additional  significant  procedures  and  the  dates  each  was  performed. 
For  discharges  on  which  procedures  in  addition  to  the  principal 
are  either  not  coded  in  the  specified  systems  or  are  not  computer- 
entered  for  local  use,  report  only  whether  additional  significant 
procedures  were  performed. 

*13 .  Disposition  of  Patient 

a.  Discharged  or  transferred  to  another  short-term  hospital 

b.  Discharged  or  transferred  to  skilled  nursing  facility  (SNF) 

c.  Discharged  or  transferred  to  an  intermediate  care  facility  (ICF) 

d.  Discharged  or  transferred  to  another  institution 
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e.  Discharged  to  home  or  self-care  (routine  discharge) 

f.  Discharged  to  home  under  care  of  an  organized  home  health 
service . 

g.  Left  against  medical  advice 

h.  Died 

*14.  Expected  Principal  Source  of  Payment 

a.  Self-pay 

b.  Workmen's  compensation 

c.  Medicare 

d.  Medicaid 

e.  Other  Government  Payment   (e.g.,  CHAMPUS) 

(1)  Title  V 

(2)  Other 

f.  Blue  Cross 

g.  Insurance  Company 

h.  No  charge  (free,  charity,  special  research,  or  teaching) 

i.  Other  (e.g.,  relatives,  friends) 

NOTE:     The  UHDDS  does  not  separate  Title  V  from  other  government 
programs  as  an  expected  payment  source.     Since  Title  V,  like 
Medicare  and  Medicaid,  is  specifically  included  under  PSRO 
review,  we  have  made  it  a  separate  category  under  "other  government 
payment."     BQA  is  working  with  other  HEW  agencies  to  finalize 
a  Departmental  UHDA  and  instructions  for  recording  the  elements 
of  the  UHDDS.     When  the  format  and  instructions  for  its  use  are 
finalized,   the  reporting  of  this  item  may  change. 

B.     PSRO-Specif ic  Data  Elements 

*15 .  Number  of  Days  Assigned  at  Admission 

Record  the  number  of  days  (00-99)  of  hospital  stay  certified 
at  admission.  To  determine  this  number,  start  counting  from 
the  date  of  the  patient's  admission  to  the  hospital. 

In  some  instances  where  the  admitting  diagnosis  or  condition 
is  not  clear,  additional  reviews  are  conducted  to  allow  time 
for  resolution  of  the  patient's  condition.     In  these  instances: 
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If,  during  additional  review,  a  diagnosis  is  established 
and  a  length-of-stay  is  certified  based  on  the  diagnosis, 
record  the  number  of  days  certified  using  the  admission 
date  as  the  initial  day  of  the  period. 

If  no  diagnosis  is  established  during  the  additional 
reviews  conducted  at  frequent  short   (e.g.,  two-  or 
three-day)  intervals  throughout  the  patient's  stay,  record 
the  number  of  days  between  admission  and  the  first  review 
date . 


*16 .     Admission  Certification  Process 

Indicate  the  admission  review  procedure  used  and  the  outcome: 


*17 .     Basis  for  Assignment  of  Initial  Length-of -Stay 

Indicate  if  PSRO-approved  standards  and  norms  were  used  to 
predict  the  expected  length-of-stay  for  this  patient  at  admission 
certification.     Usually,  patients  with  unclear  or  multiple 
diagnoses  will  be  assigned  a  review  or  certification  date  by  some 
method  other  than  such  norms  or  standards,  and  would  be  reported 
in  this  item  as  not  having  these  norms  and  standards  applied. 

*18 .     Admission  Certification  Level  of  Review 

Indicate  if  the  patient's  admission  was  certified  by  the  review 
coordinator  (i.e.,   the  first  level  of  review).     If  the  admission 
was  referred  to  a  physician  advisor  (or  a. physician  committee 
fulfilling  this  function) ,  this  level  of  review  should  be 
indicated.     Count  as  referrals  all  cases  referred  to  the  physician 
advisor  for  a  decision  about  the  patient's  certification,  including 
whether  the  certification  should  be  granted  or  denied,  what  length- 
of-stay  should  be  certified,   etc.     For  cases  where  the  admitting 
diagnosis  or  condition  is  not  clear  and  multiple  reviews  are  con- 
ducted to  allow  time  for  resolution  of  the  patient's  condition, 
use  the  first  review  for  completing  this  item. 


Pre-admission  review:     certification  granted 


Concurrent  admission  review:     certification  granted 


Concurrent  admission  review: 


certification  denied 
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*19.     Total  Number  of  Days  Certified 

Record  the  total  number  of  days  of  hospital  stay  (00-999) 
certified  at  all  reviews,   including  admission  certification 
and  any  subsequent  reviews  for  the  patient.     This  number 
includes  all  days  of  stay  certified  regardless  of  whether 
the  days  were  actually  used  by  the  patient.     This  number  will 
also  include  the  number  of  days  between  admission  and  admission 
certification. 

Not  to  be  included  are  "grace  period"  days  which  are  days  of 
patient  stay  following  certification  expiration  which  are 
statutorily  permitted  so  that  the  patient  and/or  physician 
can  make  satisfactory  arrangements  for  discharge  and  are 
reimbursable. 

*20.     Total  Number  of  Reviews  Referred  to  Physician  Advisor 

Record  the  total  number  (0-9)  of  reviews  referred  to  a  physician 
advisor  (or  physician  committee  fulfilling  this  function)  for 
a  decision  to  certify  admission  and  all  subsequent  extensions 
for  this  patient.     This  includes  certifications  both  granted 
and  denied  by  the  physician  advisor.     Count  as  referrals  all 
cases  referred  to  the  physician  advisor  for  a  decision  about  the 
patient's  certification,   including  whether  the  certification  or 
extension  should  be  granted,  what  length-of-stay  should  be 
certified,  etc.     If  more  than  one  physician  (or  committee)  reviewed 
an  admission  or  extension  request,  it  should  be  counted  as  one 
review  for  this  item.     For  cases  where  the  admitting  diagnosis 
or  condition  is  not  clear  and  multiple  reviews  are  conducted  to 
allow  time  for  resolution  of  the  patient's  condition,  each 
review  is  to  be  included  for  completing  this  item. 

*21.     Total  Number  of  Extensions  Approved 

Record  the  total  number  (0-9)  of  extensions  of  hospital  stay 
beyond  the  stay  certified  at  admission  which  were  approved  by 
the  review  coordinator  and/or  physician  advisor  for  this  patient. 
For  cases  where  the  admitting  diagnosis  or  condition  is  not  clear 
and  multiple  reviews  are  conducted  to  allow  time  for  resolution 
of  the  patient's  condition,  each  review  is  to  be  included  for 
completing  this  item. 

*22 .     Extension  Denial 

Indicate  if  any  extension  of  hospital  stay  beyond  the  stay 
certified  at  admission  was  denied  by  the  physician  advisor, 
physician  comittee,  or  PSRO  for  this  patient. 

Admission  certification  denials  are  not  included. 
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A  request  for  an  extension  for  a  certain  number  of  days 
which  is  partially  granted  (that  is,  an  extension  for  a 
lesser  number  of  days  is  approved)  is  not  counted  as  an 
extension  denial  for  this  item. 
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4 . 2     Instructions  for  Collecting  and  Reporting  the  PSRO  Hospital 
Discharge  Data  Set 

4.2.1  Collection 

The  data  elements  listed  in  Section  4.1  are  to  be  collected  on  all 
Medicare,  Medicaid  and  Title  V  discharges  in  hospitals  where  the 
PSRO  or  delegated  hospital    has  initiated  review.     The  elements  are 
to  be  collected  in  the  UHDA  format.     Until  the  UHDA  format  is  avail- 
able, PSROs  will  make  local  arrangements  for  the  collection  of  the 
PHDDS  on  an  interim  basis  subject  to  approval  by  BQA. 

4.2.2  Reporting 

The  data  elements  to  be  reported  by  PSROs  to  the  Bureau  of  Quality 
Assurance  are  a  subset  of  those  collected  and  are  indicated  by 
asterisks  in  Section  4.1.     The  required  data  elements  are  to  be 
reported  to  BQA  in  unit  record  format   (i.e.,  each  discharge)  on 
a  quarterly  basis.     The  records  to  be  reported  must  include  all 
Medicare,  Medicaid  and  Title  V  discharges  for  the  calendar 
quarter  from  hospitals  in  which  PSRO  review  has  been  initiated. 
The  data  are  to  be  reported  no  later  than  60  days  following  the 
end  of  the  quarter. 

The  data  should  be  submitted  on  magnetic  tape  according  to  DHEW 
specifications  presently  under  development. 
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V.      COST  REPORTING 
Introduction 

This  section  describes  the  quarterly  PSRO  cost  reports  and  provides  Instructions 
for  their  completion  and  submission.    Reports  covered  in  this  section  aret 

a.  Quarter PSRO  Function  Cost  Summary  (BQA  151,  sample  form  page  V-13  ) 

b.  Quarterly  Delegated  Hospital  Function  Cost  Summary  (BQA  153,  sample  form 
pagev-14  ) 

BQA  151  and  BQA  153  are  to  be  submitted  to  BQA  quarterly  no  later  than  45  days 
after  the  end  of  each  quarter  (See  Glossary  for  the  exact  dates  and  times  of 
the  standard  reporting  quarter) . 

The  cost  reports  are  designed  to  require  a  minimum  of  effort  from  each  PSRO  in 
terms  of  data  collection,  manipulation  and  display,  and  will  provide  DHEW  with 
necessary  management  information.    The  breakdown  of  cost  components  in  these 
reports  has  been  made  compatible  with  contract  financial  reporting  requirements 
in  an  attempt  to  minimize  duplicate  record  keeping  and  to  allow  integrated 
analysis  of  all  cost  reports. 

Relationship  of  Cost  Reports  to  the  PSRO  Financial  Management  and  Accounting 
System 

The  Bureau  of  Quality  Assurance  is  developing  a  PSRO  Financial  Management  and 
Accounting  System  which  will  provide  an  accounting  system  specifically  for 
PSROs.    It  will  include  a  uniform  chart  of  accounts  and  will  describe  recom- 
mended accounting  procedures,  providing  a  mechanism  to  help  PSROs  collect, 
aggregate,  and  allocate  cost  data  required  for  internal  management  and  for  cost 
reporting  to  the  Federal  government. 

Whether  the  PSRO  uses  the  recommended  accounting  system  or  another  ndapted  for 
local  use,  the  system  of  each  PSRO  must  be  able  to  produce  all  required  cost 
reports  and  clearly  evidence  in  its  records  the  manner  in  which  reported  items 
are  derived. 
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1    Quarterly  PSP.O  Function.  Cost  Summary   (BOA  151) 
5.1.1    General  Instructions 

This  report  is  designed  to  obtain  quarterly  data  on  the  costs  of  PSRO 
activities  by  major  functional  area.    It  highlights  the  distribution  of 
resources  and  aids  in  monitoring  both  review  and  organizational  functions. 
The  reported  information  should  be  based  on  accrual  accounting.    That  is: 
expenditures  for  significant  items  or  resources  should  be  reported  for  the 
period  in  which  they  are  utilized  or  consumed,  and  income  for  the  period  in 
which  it  is  earned. 

Assigning  Costs  to  Function  Categories 

Personnel  costs  (rows  A,  3,  C)  should  be  extracted  from  the  payroll  records 
and  assigned  to  function  categories  based  on  personnel  time  spent  in  the 
different  functional  activities.    Consultant  costs  (row  D)  should  be  assigned 
by  subject  of  consultation,  or  in  the  case  of  physicians,  by  the  amount  of 
time  spent  in  the  different  functional  activities.    Subcontract  costs  (row 
E)  should  be  divided  by  the  type  of  costs.    Travel  costs  (row  F)  should  be 
assigned  by  reason  for  the  trip.    Furniture  and  Equipment  (row  G)  should  be 
reported  under  "Administrative  Costs"  (column  7) .    Support  costs  (row  H) 
should  be  assigned  to  "Administrative  Costs"  (column  7)  unless  particular 
costs  are  large  and  directly  identifiable  with  function  categories  1-6. 
Report  "Indirect  Costs  "  (row  I)  under  "Administrative  Costs"  (column  7) . 

Reporting  Costs  for  Other  Than  PSRO  Federal  Review 

A  PSRO  may  perform  review  not  reimbursed  by  Federal  sources  but  rather 
under  agreements  with  private  insurers,  unions  and  industry.  "Federal" 
costs  refers  to  those  PSRO  costs  expended  for  review  of  Federal  patients 

(Medicare,  Medicaid,  Maternal  and  Child  Health)  for  which  BQA/DHEW  re- 
imbursement has  been/will  be  appropriately  requested.     "Non- federal "  costs 
refers  to  costs  for  review  of  all  other  patients.    The  non- federal  costs 
should  not  be  reported  on  the  same  form  with  federal  costs.    A  separata 
report  on  the  Quarterly  PSRO  Function  Cost  summary  form  is  to  be  completed 
in  order  to  distinguish  Uie  two  types  oi  costs  incurred  by  the  PSRO.  In 
the  report  on  non-federal  review,  only  the  sub-total  and  total  costs  for 
each  cost  component  rov;  need  be  completed.    This  includes  sub- totals  for 
cost  component  (A)  Salaried  personnel,   (b)  Consultants,   (E)  Subcontracts, 

(F)  Travel,   (G)  Furniture  and  Equipment,   (II)  Support  Costs,   (I)  Indirect 
Costs,  and  total  costs  for  row,   (J)  Total  and  (R)  Cumulative  Fiscal  Year  to 
Date.     In  addition,  the  number  of  full-time  equivalents  (column  1)  should 
be  provided  for  each  category  of  personnel  (rows  A1-A4)  and  rows  Dl  and  D2. 
If  the  PSRO  uses  an  indirect  cost  rate,  the  instructions  on  page.  V-7  should 
be  followed  for  the  non- federal  as  well  as  the  Federal  report. 
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The  expenditures  for  all  hospitals  performing  review  activities  under  PSRO 
delegation  are  reported  on  BQA  153,  the  Quarterly  Delegated  Hospital  Coat 
Summary. 

5.1.2    Specific  Instructions 

Enter  the  name  and  number  of  the  PSRO,  and  the  dates  of  the  reporting 
period  (month,  year)  in  the  upper  right  corner  of  the  form. 

A  mark  in  the  appropriate  box  of  the  upper  left  corner  will  be  used  to 
denote  whether  costs  being  reported  are  those  expended  for  review  of 
Federal  patients  (Medicaid,  Medicare,  Maternal  and  Child  Health)  or  of  non- 
federal patients  (all  other  patients) . 

The  remainder  of  the  form  is  organized  into  rows  by  "Cost  Component"  and 
into  columns  by  number  of  "Full  Time  Equivalents"   (column  i) ,  by  costs  for 
review  and  organizational  "Functions"   (columns  1-7) ,  and  by  cost  "Totals" 
(columns  8-9) .     Columns  1-4  should  include  costs  related  to  short-stay 
review  only.     Columns  5  and  6  should  include  the  costs  related  to  long-term 
and  ambulatory  care  review  respectively . 

For  the  rows  of  direct  labor  and  physician  consultant  labor,  indicate  in 
column  1  the  total  number  of  full  time  equivalents  (FTE)  represented  In  the 
costs  figures  which  follow.     (See  Glossary  for  definition  of  full-time 
equivalent) .     The  row  for  indirect  costs  (row  I)  is  to  be  completed  only  by 
PSROs  who  have  a  DHEW  negotiated  indirect  cost  rate. 

For  each  cost  component  row,  indicate  total  costs  in  each  non-shaded  box. 
All  costs  entered  are  to  be  rounded  to  the  nearest  dollar. 

The  following  discussion  of  the  row  and  column  headings  along  with  the 
additional  information  provided  in  the  PSRO  Financial  Management  and 
Accounting  System  Manual  should  be  used  as  guidelines  for  recording  costs 
incurred  and  for  extracting  from  the  records  the  information  required  by 
BQA  151. 

Rows  -  Cost  Components 

A.      Salaried  Personnel  Costs 

Report  the  number  of  full-time  equivalents   (column  1)   and  the  costs 
Incurred  (columns  1-9)  for  each  row  of  salaried  personnel .  Assign 
salary  expenditure  on  the  basis  of  time  devoted  to  each  function 
category . 


Bureau  of  Quality  Aasuranca 
HMltti  Sarvioaa  Administration 
Depart  man  t  of  Haalth.  Edueatlon  mmt  w.i«.~ 


dUMal 

US 


PSRO  ManaoefMfit  Information  Systam 
Manual  I  -  Fedarei  Reports 

i.'.'IU  .ij  1  ■  l'lf!fTTM!-TI'.  .'III.)  ')  I  .'f «'.' 


lame  Oete  . 


2.      Review  Coordinator  -  the  costs  for  all  salaried  review  coordi- 
nators working  directly  for  the  PSRO.     Only  that  portion  of 
salary  paid  by  the  PSRO  is  to  be  Included  in  cases  where  the 
personnel  are  shared  for  whatever  reasons.     The  salary  of  the 
review  coordinator  supervisor  should  be  Included  in  this  row. 
Note  that  the  actual  conduct  of  discharge  planning  as  opposed  to 
coordination  with  discharge  planners  is  not  a  reimbursable 
expense . 

2.  Technical  -  the  costs  for  professional  personnel  working  In  a 
technical  support  capacity  to  the  PSRO,  not  including  review 
coordinators  (e.g.,  accredited  record  technician,  director  of 
information  systems,  health  data  analyst,  statistician,  etc.). 

3.  Administration  -  the  costs  for  those  personnel  Involved  with  the 
overall  management  of  the  PSRO  operation.     Examples  Include t 
executive  director,  medical  director ,  business  manager,  and  other 
general  administrative  personnel. 

4.  Administrative  Support  -  the  costs  for  clerical  personnel  involved 
in  office  management,  accounting /bookkeeping ,  data  activities , 
typing,  filing,  and  other  similar  activities . 

5.  Subtotal  Salaried  Personnel  Costs  -  this  row  is  used  to  verti- 
cally sum  the  direct  personnel  cost  components  (rows  1-4) . 


B.  Employee  Fringe  Benefits  -  the  costs  of  contributions  made  by  the  PSRO 
for  such  costs  as  FICA,  retirement  plans,  life  insurance  and  health 
insurance. 

C.  Premium  Pay  -  payments  to  employees  in  addition  to  salaries  (e.g., 
overtime) . 

D.  Consultants  -  all  personnel  paid  as  independent  contractors  to  the 
PSRO  on  a  consultant  basis.     Assign  to  functions  baaed  on  activities 
performed  or  the  subject  for  which  consultation  was  given. 

1.       Physician  Advisors  -  the  number  of  full  time  equivalents  (for 

which  costs  were  incurred)  and  the  costs  incurred  by  the  PSRO  for 
physician  advisors  involved  in  the  performance  of  concur  rent 
review  In  non-delegated  hospitals ,  including  their  participation 
in  the  reconsideration  process. 
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2.      Physicians  -  the  number  of  full-time  equivalents  (for  whlah  costs 
were  Incurred)  and  the  costs  Incurred  by  the  PSRO  for  non-salaried 
physicians  other  than  physician  advisors.    This  Includes  payments 
to  physicians  for  committee  work  such  as  criteria  development, 
MCE  studies,  and  profile  analysis  and  other  activities  requiring 
specific  physician  participation. 

3m      Data  -  the  costs  of  those  data  consulting  services  paid  by  the 
PSRO. 

4,  Legal  and  Accounting  -  the  costs  of  those  legal  and  accounting 
consulting  services  paid  by  the  PSRO. 

5-6.  Other  -  specify  type  in  space  provided.    If  more  space  is  needed, 
file  a  supplemental  page  using  the  same  format  as  BQA  151 . 

7.      Subtotal  Consultants  -  this  row  Is  used  to  vertically  sum  the 
consultant  costs. 

B.      Subcontracts  -  all  PSRO  subcontract  costs. 

1-4.  Costs  Incurred  under  subcontracts  should  be  listed  separately  by 
type  of  contract  (e.g.,  printing,  training,  electronic  data 
processing,  etc.).    Subcontract  costs  under  $300  may  be  lumped 
and  reported  in  row  4.    If  more  space  is  required,  file  a  supple- 
mental continuation  sheet  using  the  same  format  as  BQA  151. 
Assign  subcontract  costs  to  function  categories  by  the  estimated 
amount  spent  in  each  subject  area.    For  example,  EDP  costs  for 
MCE  studies  should  be  attributed  to  the  MCE  study  column,  EDP  for 
profiles.  In  the  profile  column. 

5.  Subtotal  Subcontracts  -  this  row  is  used  to  vertically  sum 
subcontract  costs. 

F.      Travel  -  costs  for  travel  are  to  be  divided  into  the  following  com- 
ponents.   Assign  travel  costs  to  function  categories  by  reason  for  the 
trip. 

1.  Local  Travel  -  the  cost  of  local  mileage,  tiokets  and  per  diem 
for  travel  within  the  PSRO  area.     Includes  oar  rental  and  leases. 

2.  Out  of  Area  Travel  -  the  cost  of  tickets,  mileage,  per  diem  for 
travel  outside  the  PSRO  area. 

3.  subtotal-Travel  Costs  -  this  row  is  used  to  vertically  sum  travel 
costs. 
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G.  Furnl ture/ Equipment  -  the  cost  of  buying,  leasing  or  renting  chairs, 
tables,  bookcases,  typewriters ,  calculators,  adding  machines,  etc. 
These  costs  should  be  reported  under  "Administrative  Costs"  (column 
7). 

H.  Support  Costs  -  The  cost  components  listed  below  as  "Support  Costs" 
should  be  reported  under  "Administrative  Costs"  (column  7)  unless  they 
are  large  costs  directly  identifiable  with  categories  1-6. 

1.  Office  Space  -  the  costs  associated  with  office  space  including 
rent,  repairs  and  maintenance,  utilities  and  Insurance. 

2.  Office  Supplies  -  the  cost  of  items  normally  required  for  busi- 
ness communication  and  records  (e.g.,  pencils,  rulers,  paper, 
etc.) 

3.  Reproduction  and  Printing  -  the  cost  of  photocopying  and  printing 
not  done  through  subcontracting . 

4.  Postage  -  postage  costs 

5.  Telephone  -  telephone  costs 

6.  Other  Support  Costs  -  all  other  costs  not  specified  above  in  A 
through  H5  such  as  subscriptions ,  general  training  materials,  and 
training  tuition. 

7.  Subtotal  Support  Costs  -  this  row  is  used  to  vertically  sum 
support  costs. 

I.  Indirect  Costs  -  this  row  Is  to  be  completed  on  Federal  and  non- 
federal cost  reports  only  by  PSROs  which  have  an  indirect  cost  rate 
negotiated  with  PHEW.     Report  total  indirect  costs  for  the  quarter 
under  "Administrative  Costs  "(column  7),  and  indicate  indirect  cost 
rate  used  in  the  space  provided .    See  special  Instructions  below  for 
PSROs  with  negotiated  indirect  cost  rates. 

J.      Total  All  Costs  -  this  row  is  used  to  vertically  sum  all  costs  in- 
cluded for  cost  components  A  through  I  above. 

K.      Cumulative  Total  FYTD  -  this  row  is  used  to  indicate  the  total  costs 
by  function  categories  for  all  quarters  in  the  fiscal  year  to  data. 
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Special  Instructions  for  PSROs  with  PHEW  Negotiated  Indirect 
Cost  Rates 


PSROs  whose  requests  for  payment  from  the  Federal  government  (on 
Public  Vouchers)  include  figures  based  on  an  Indirect  cost  rate 
negotiated  with  DREW  should  follow  the  reporting  Instructions  below 
for  both  their  Federal  and  non- federal  reports i 

(1)  Complete  the  report  according  to  regular  instructions  for  all 
cost  components  (rows)  not  Included  as  line  items  in  the  nego- 
tiated rate.    If  only  part  of  a  line  item  is  Included  In  the 
Indirect  rate,  report  for  that  line  item  only  those  costs  which 
are  not  Included  in  the  indirect  rate. 

(2)  Asterisk  on  the  report  titles  of  all  line  items  which  in  whole  or 
In  port  ore  Included  in  the  indirect  cost  rate. 

(3)  Report  the  amount  of  the  indirect  costs  billed  for  the  quarter  in 
row  I,  column  7,  the  row  for  "Indirect  Costs"  under  the  column 
for  "Administrative  Costs". 

(4)  The  PSRO  must  Include  with  Its  first  BQA  151  cost  report  for 
Federal  patients,  a  copy  of  its  negotiation  proposal  to  DREW  and 
the  negotiation  agreement.     Each  time  a  new  Indirect  rate  has 
been  negotiated  and  used  for  billing,  a  copy  of  the  revised 
negotiation  proposal  and  agreement  should  be  Included  with  BOA 
151. 

Columns  -  Function  and  Total  C  ategories 

2.      Concurrent  Review  -  PSRO  costs  for  the  conduct  and  management  of 

concurrent  review  (Admission  Certification,  Continued  Stay  Review, 
Concurrent  Quality  Assurance,  if  applicable,  and  the  reconsidera- 
tion of  review  decisions) .     This  refers  to  the  PSRO' s  conduct  of 
concurrent  review  and  directly-related  management  functions  in 
non-delegated  hospitals .     This  does  not  include  the  monitoring  of 
delegated  concurrent  review  activities ,  or  the  development  of 
delegation  agreements;  these  costs  should  be  Included  under 
"Hospital  Assessment  and  Monitoring"  (column  4).     The  recording 
of  concurrent  review  and  patient  care  data  onto  abstracts  from 
which  automated  profiles  will  be  generated  should  be  included 
under  "Profiles  and  Norms"   (column  3). 
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Coats  incurred  during  the  establishment ,  modification  and  revision 
of  criteria  and  standards  for  admission  certification  and  continued 
stay  review  should  also  be  Included  under  "Concurrent  Review". 
Costs  for  development  of  criteria  and  standards  for  MCE  studies 
are  not  Included  here  (report  under  "MCE  Studies",  column  2). 

2.  Medical  Care  Evaluation  studies  -  costs  incurred  by  the  PSRO  in 
the  design,  conduct,  evaluation ,  analysis  and  implementation  of 
studies  in  non-delegated  hospitals  or  of  PSRO  studies  across 
hospitals.     This  Includes,  for  example,  costs  for  collecting  and 
analyzing  MCE  study  data,  coordination  with  medical  education 
required  as  part  of  a  MCE  study,  PSRO  technical  assistance  in  MCE 
study  performance  in  hospitals  not  delegated  the  MCE  study 
function,  and  the  completion  of  MCE  study  reporting  forma. 

3.  Profiles  and  Norms  -  reimbursable  costs  related  to  the  collection, 
processing  and  analysis  of  data  used  In  prof ilea  and  other  reports 
based  on  Individual  patient  abstracts .     Costs  incurred  In  the 
establishment  of  norms  Include  the  costs  for  acquisition ,  maintenance 
and  distribution  of  norms  and/or  if  PSRO  data  are  used  for  norma 
development,  the  cost  of  generating  and  distributing  norma. 

Coats  of  manual  collection  and  use  of  data  In  the  management  of 
concurrent  review  should  be  Included  under  "Concurrent  Review" 

(column  1) .     Costs  related  to  collection ,  analysis ,  and  reporting 
of  MCE  study  data  should  be  included  under  "MCE  Studies"  (column 
2).     If  profile  analysis  is  performed  as  part  of  a  MCE  study 

(e.g.,  to  assist  in  identifying  patients  to  be  Included  in  the 
atudy  group,  or  to  obtain  selected  data  elements  in  the  MCE  study 
data  collection  effort) ,  the  report  analysis  or  special  report 
generation  costs  should  be  included  under  "MCE  Studies"  (column 
2). 

4.  Hospital  Monitoring  and  Assessment  -  costs  related  to  assessing , 

monitoring ,  and  developing  agreements  with  all  the  hospitals. 
This  includes  PSRO  costs  related  to  Initial  and  subsequent 
hospital  assessments ,  negotiating  agroements  with  hospitals ,  and 
monitoring  through  use  of  site  visits  and  hospital  submissions 
other  than  patient  abstracts .     The  costs  of  monitoring  hospitals 
through  automation  and  analysis  of  routine  patient  abstract  data 
should  be  included  under  "Profiles  and  Norma"  (column  3), 
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5.  long-rerffi  Care  Review  -  costs  Incurred  related  to  long-term  caxm 
review  activities  Including  the  coats  for  developing  the  long- 
term  care  review  program. 

6.  Ambulatory  Care  Review  -  costs  incurred  related  to  ambulatory 
care  review  activities ,  if  any,  including  the  coat*  tor  developing 
the  ambulatory  care  review  program. 

7.  Administrative  Costs  -  costs  Incurred  In  the  operation  of  the 
PSRO  which  are  not  directly  identifiable  to  function  oategoriem 
1-6.    Examples  of  costs  to  be  included  In  this  column  include t 
Support  Costs  (rows  Hl-7) ,  Furniture  and  Equipment  Costs  (row  6), 
recruitment  costs,  training  tuition  costs  and  applicable  portions 
of  the  salary  of  the  executive  director  and  other  administrative 
and  support  personnel  incurred  in  negotiating  contracts  and 
subcontracts,  negotiating  agreements  with  intermediaries  and 
fiscal  agents,  performing  public  relations  work,  and  general 
office  functions. 

8m      Total  for  Quarter  -  the  horizontal  sum  of  costs  for  each  row 
component  across  all  functions  for  the  reporting  quarter. 

9.      Cumulative  Total  FYTD  -  the  cumulative  costs  for  each  row  com- 
ponent for  all  quarters  in  the  fiscal  year  (July  through  June)  to 
date. 

5.2    Quarterly  Delegated  Hospital  Function  Cost  Summary     (BQA  153) 
5.2.1   General  Instructions 

This  report  is  designed  to  obtain  summary  cost  data  on  the  review  of 
patients  in  delegated  hospitals.    This  report,  in  conjunction  with  the  PSRO 
Function  Cost  Summary,  will  provide  the  Bureau  of  Quality  Assurance  with 
a  oanprehensive  picture  of  the  costs  of  PSRO  functions. 

Each  hospital  vrtiich  incurs  direct  expenses  associated  with  full  or  partial 
review  under  delegation  must  file  with  the  PSRO  a  quarterly  cost  report  for 
these  activities  (using  BQA  153  format) .    The  PSRO  should  then  compile  a 
summary  of  this  information  on  BQA  153,  indicating  the  number  of  hospitals 
which  fall  into  each  category  of  delegation,  and  forward  the  report  to  BQA 
within  45  days  of  the  end  of  each  reporting  quarter.    Costs  that  are  reported 
on  the  PSRO  Function  Cost  Summary  should  not  be  included  in  the  Delegated 
Hospital  Function  Cost  Summary  since  activities  delegated  to  hospitals  are 
not  reimbursable  by  the  PSRO.    Except  for  the  last  row  of  the  report  which 
requests  cost  data  for  review  of  non- federal  patients,  all  information  on 
the  report  should  refer  to  only  costs  incurred  for  hospital  review  of 
Federal  patients  (Medicare,  Medicaid,  and  Maternal  and  Child  Health)  under 
delegation  from  the  PSRO. 
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The  Instructions  provided  below,  as  well  as  generally  accepted  accounting 
procedures  and  the  amplification  provided  in  the  instructions  for  BQA  151, 
should  be  used  by  hospitals  as  guidelines  for  preparing  their  cost  reports 
to  the  PSRO.    It  is  likely  that  at  a  future  time,  Medicare  and  Medicaid 
will  be  requiring  an  annual  report  from  the  hospitals  according  to  the 
format  of  this  report.    PSBDs  should  request  from  area  hospitals  a  copy  of 
the  annual  report  when  it  becomes  available  to  use  as  a  supplement  to  the 
quarterly  cost  reports.    Insofar  as  the  quarterly  reports  represent  hospital 
estimates  of  actual  costs,  the  annual  report  will  be  helpful  in  reconciling 
actual  costs  versus  estimated  costs. 

5.2.2    Specific  Instructions 

This  report  Is  prepared  in  the  following  manner: 

Enter  the  name  and  number  of  the  PSRO  and  the  dates  of  the  reporting  period 
(month ,  year)  in  the  upper  right  corner  of  the  form. 

On  the  lines  provided  in  the  upper  left  corner,  indicate  the  delegation 
status  of  hospitals  for  Federal  review  activities  represented  in  the  report 
by  reporting  the  total  number  of  hospitals  in  each  category  of  delegation. 

The  remainder  of  the  form  is  comprised  of  rows  (Cost  Components)  and 
columns  (Functions) .     Following  is  a  description  of  the  row  and  column 
headings  which  should  provide  guidance  for  completing  the  form.     All  cost 
figures  entered  on  BQA  153  should  be  rounded  to  the  nearest  dollar. 

Rows  -  Cost  Components 

A.      Federal   (XVI II,  XIX,  V)  Review 

Rows  Al  through  A5  as  well  as  the  lines  for  delegation  status  in  the 
upper  left  hand  corner  of  the  report  refer  only  to  the  review  of 
Medicare,  Medicaid,  and  Maternal  and  Child  Health  patients.     Row  Bl  la 
the  one  row  which  requests  information  on  review  of  non-federal 
patients. 

1.  Personnel 

Report  the  number  of  full-time  equivalents   (FTF.)  and  the  coats 
Incurred  for  delegated  review  of  Federal  patients.     Only  personnel 
involved  in  incremental  activity  (e.g.,  special  data  collection 
for  the  Federal  patients)  beyond  usual  hospital  duties  should  be 
reported . 
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a.  Physician  Advisors  -  the  number  of  FTEs  (for  which  costs 
were  incurred)  and  the  costs  incurred  by  the  hospital  for 
payments  to  physician  advisors  on  either  salary  or  consultant 
basis  for  performance  of  concurrent  review  including  their 
participation  in  the  reconsideration  process,  If  any. 

b.  Physicians  -  the  number  of  FTEs  (for  which  costs  were  incurred) 
and  the  costs  incurred  by  the  hospital  for  payments  to 
physicians  other  than  physician  advisors  on  either  a  salaried 
or  consultant  basis  for  participation  in  MCE  studies  and 
other  review  activities . 

c.  Review  Coordinators  -  the  number  of  FTEs  and  the  costs  tor 
all  salaried  review  coordinators  working  directly  for  the 
delegated  hospital  in  review  of  Federal  patients.    If  the 
review  coordinator  is  reimbursed  in  any  way  by  the  PSRO, 
that  portion  of  the  cost  is  not  entered  on  this  form.  Note 
that  the  actual  conduct  of  discharge  planning  as  opposed  to 
administrative  coordination  with  discharge  planners  Is  not  a 
PSRO  review  function. 

d.  Technical  Personnel  -  the  number  of  FTEs  and  the  costs  for 
those  personnel,  if  any,  working  in  a  technical  capacity  In 
dirent  support  of  Federal  patient  review,  not  including 
review  coordinators .     This  might  include  medical  records 
technicians,  health  records  analysts ,  etc. 

a.      Other  Personnel  -  the  number  of  FTEs  and  the  costs  for  other 
personnel  such  as  clerical,  working  for  the  hospital  to 
directly  support  the  PSRO  review  functions. 

2.  Subtotal  Personnel  Costs  -  vertically  sum  rows  la  through  lm. 

3.  Other  Direct  Costs  -  any  non-salary/ Identifiable  direct  coats 
which  are  required  in  the  review  process,  but  which  are  not 
accounted  for  elsewhere .     The  items  included  will  vary  according 
to  hospital  but  could  include  such  items  as  data  processing ,  long 
distance  telephone  calls,  training  for  coordinators  and  supplies . 

Other  direct  cost  items  under  $1,000  can  be  lumped  and  reported 
In  row  3a.     Items  over  $1,000  should  be  listed  starting  in  row 
3b.     If  more  space  is  required ,  file  a  supplemental  continuation 
sheet  using  the  same  format  as  BOA  153. 

4.  Subtotal  Other  Direct  Costs  -  vertically  sum  rows  3a  through  3c. 
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5.      Total  Direct  Coats  for  Federal  Review  -  vertically  sum  rows  2  and  4. 


B.      Non-Federal  Review 

1.      Total  Direct  Costs  -  the  total  direct  costs  for  review  of  patients 
other  than  Medicare,  Medicaid,  and  Maternal  and  Child  Health. 

Columns  -  Function  and  Total  Categories 

1.  Full-Time  Equivalent  -  see  Glossary  for  definition.  Complete 
this  column  for  rows  la-e  only. 

2.  Concurrent  Review  -  same  as  BQA  151. 

3.  Medical  Care  Evaluation  Studies  -  same  as  for  BQA  151. 

4.  Profiles  -  the  costs  for  profile  data  collection,  processing  and 
analysis  incurred  for  analyzing  the  patterns  of  care  provided  to 
patients . 

5.  Other  -  any  other  costs  reported  by  the  hospital  not  Identifiable 
to  the  previously  listed  functions ,  including  direct  administra- 
tive costs. 

6.  Total  -  the  total  costs  for  the  cost  components  listed  In  each 
row  of  the  report. 
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This  section  contains  definitions  of  terms  used  in  the  PMIS. 

Abstract :     (1)  A  data  collection  form  used  to  record  selected  information  about  a 
hospital  episode  of  a  patient.    The  information  is  often  recorded  in  a  coded  form, 
and  the  usual  source  of  this  information  is  the  patient's  medical  record.  (See 
also  "Discharge  Abstract") 

(2)  The  report  form  used  to  describe  an  MCE  Study  (i.e.  BQA  131,  the  Medical 
Care  Evaluation  Study  Abstract) . 

Accounting  System:    An  accounting  system  consists  of : 

(al  A  set  of  categories  into  which  the  PSRO  classifies  its  business  transactions  and, 
(b)    The  books,  forms,  procedures  and  controls  by  which  assets,  liabilities,  revenues, 

expenses,  and  the  results  of  transactions  are  recorded  and  controlled  by  the 

PSRO. 

Accrual  Basis:  An  accounting  system  that  matches  expenditures  for  an  item  or  resource 
to  that  period  in  which  the  item/resource  is  utilized  or  consumed  and  income  to  that 
period  in  which  it  is  earned. 

Admission:  The  formal  acceptance  by  a  hospital  of  a  patient  who  is  to  be  provided  with 
room,  board,  and  continuous  nursing  service  in  an  area  of  the  hospital  where  patients 
generally  stay  at  least  overnight. 

Admission  Certification:    An  element  of  concurrent  health  care  review  which  occurs  at 
or  near  the  time  of  a  patient's  admission  to  a  hospital  and  consists  of  a  determina- 
tion of  the  medical  necessity  and  appropriateness  of  the  patient's  admission  to  a 
hospital  level  of  care. 

Concurrent  Review :  A  form  of  health  care  review  consisting  of  admission  certification 
and  continued  stay  review. 

Continued  Stay  Review:    An  element  of  concurrent  health  care  review  which  occurs  during 
a  patient's  hospitalization  and  consists  of  a  determination  of  the  medical  noceusity 
and  appropriateness  of  continuation  of  the  patient's  stay  at  a  hospital  level  of  care. 
It  may  also  include  a  detailed  assessment  of  the  quality  of  care  being  provided. 

Consultant:    A  person  not  employed  by  the  PSRO  on  a  salary  basis,  but  working  for  the 
PSRO  to  perform  specific  tasks  of  short  duration  which  require  a  technical  expertise 
not  available  on  the  PSRO  staff.     Physicians  and  physician  advisors  performing 
services  for  the  PSRO  or  delegated  hospital  are  to  be  considered  consultants  for 
purposes  of  reporting  on  the  PSRO  cost  report  (BQA  151) . 
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Consulting  Cost :    Those  expenditures  or  outlays  of  cash  paid  to  consultants  for  services 

performed"! 

Cost:    An  expenditure  or  outlay  of  cash,  other  property  or  services,  or  the  incurring 
oF  an  obligation  to  make  future  payment ,  for  goods  or  services  purchased  by  the 
PSRO.    Costs  are  measured  in  terms  of  the  amount  of  cash  paid  or  payable  or  the 
market  value  of  any  property  or  -service  given  in  exchange. 

Cost  Associated  With  a  Function;    Costs  that  are  related  to  or  caused  by  a  PSRO 
review  or  organizational  function.    Such  costs  are  reported  by  function  category 
in  both  the  PSRO  and  delegated  hospital  quarterly  cost  reports  (BQA  151,  153). 
For  example,  the  amount  earned  by  a  physician  advisor  is  associated  with  the 
concurrent  review  function  and  therefore  is  reported  under  the  report  column  for 
the  concurrent  review  function. 

Criteria:    Pre-determined  elements  of  heaxth  care  against  which  aspects  of  the  necessity, 
appropriateness  or  quality  of  a  health  care  service  may  be  compared. 

Data  Processing  Costs:    Costs  for  (a)  preparing  data  in  a  form  that  can  be  read  by  a 
computer  (excluding  costs  of  initially  filling  out  a  mark  sense  or  optically  scannable 
form) ,   (b)  doing  computer  tabulations  or  manually  checking  forms  to  determine  whether 
there  are  errors  in  the  data,  (c)  correcting  errors  that  are  discovered,  (d)  processing 
data  and  producing  outputs,  and  (e)  keeping  track  of  forms,  cards  and/or  computer 
tapes  during  each  of  the  four  activities  listed  above. 

Day  (of  Stay  in  Hospital) :    A  2 4 -hour-period  or  fraction  thereof  in  a  hospital  episode. 
Days  of  stay  are  calculated  on  the  basis  of  patient  admission  and  discharge  dates, 
counting  the  day  of  admission  or  the  day  of  discharge,  but  not  both.    Note  that  a 
patient  not  staying  overnight  has  a  stay  of  one  day. 

Delegation:    The  formal  process  by  which  the  PSRO,  based  upon  an  assessment  of  the 
willingness  and  capability  of  a  hospital  to  effectively  perform  PSRO  review  functions, 
assigns  the  performance  of  specified  PSRO  review  functions  to  a  hospital.  Delegation 
must  be  agreed  upon  in  a  written  memorandum  of  understanding  signed  by  both  the  PSRO 
and  the  hospital. 

Partial  Delegation :    Delegation  of  only  one  PSRO  review  function,  or  only  a  portion  of 
a  review  function. 

Full  Delegation:    Complete  delegation  of  both  concurrent  review  and  MCE  studies  to 
a  hospital.    The  PSRO  monitors  the  hospital's  performance  of  these  two  review 
functions,  but  does  not  conduct  them;  the  PSRO  retains  responsibility  for  the 
effectiveness  of  the  review. 
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Denial:    A  formal  decision  by  a  PSRO  or  a  delegated  hospital  that  all  or  part  of  a 
patient' s  hospital  stay  or  proposed  hospital  stay  is  medically  unnecessary  and/or 
inappropriate . 

Direct  Costs;     (Delegated  hospital  cost  report,  BQA  153) .    Costs  that  can  be  specifically 
related  to  or  caused  by  hospital  review  functions.    For  example,  the  amount  paid  to 
a  review  coordinator  for  performing  concurrent  review  is  a  direct  cost  of  hospital 
review.    An  amount  of  hospital  engineering  costs  allocated  to  a  cost  center  for 
hospital  review  would  not  be  considered  a  direct  cost  of  hospital  review. 

Discharge;    The  termination  of  a  period  of  inpatient  hospitalization  through  the  formal 
release  of  the  inpatient  by  the  hospital. 

Discharge  Abstract;    An  abstract  completed  subsequent  to  the  discharge  of  a  patient 
from  a  hospital  (see  also  "Abstract") . 

Discharge  Abstract  System:    A  service  which  provides  to  voluntarily  subscribing  hospi- 
tals,  tabulations  of  data  from  discharge  abstracts  completed  by  the  hospitals.  This 
service  is  usually  provided  for  a  fee  which  is  based  upon  a  fixed  charge  per  abstract 
submitted.    Examples  of  discharge  abstract  systems  are  PAS  and  HUP. 

Episode;    A  continuous  period  of  stay  in  a  hospital  beginning  with  admission  and  ending 
with  discharge  whether  or  not  a  full  night  is  spent  in  the  hospital. 

Extension;    A  continuation  of  hospital  stay  beyond  a  length  of  stay  previously  certified. 

Federal  Patients;    Patients  for  whom  an  expected  principal  source  of  payment  is  Medicare 
(Title  XVTI1) ,  Medicaid  (Title  XIX) ,  Maternal  and  Child  Health  or  Crippled  Children 
Services  (Title  V) . 

Full  Delegation;    See  "Delegation". 

Full -Time  Equivalent:    The  total  number  of  hours  worked  in  the  quarter  divided  by  the 
number  of  regular  working  hours  in  the  quarter  based  on  a  40-hour  work  week. 

Medical  Care  Evaluation  Studies  (MCE  Studies) ;    A  type  of  retrospective  medical  care 
review  in  which  an  in-depth  assessment  of  the  quality  and/or  the  nature  of  the 
utilization  of  health  care  services  is  made. 

Non-Federal  Patients:    Patients  for  whom  Medicare,  Medicaid,  Maternal  and  Child  Health, 
or  Crippled  Children's  Service  is  not  an  expected  source  of  payment. 

Norm(s) :    Numerical  or  statistical  measure (s)  of  usual  observed  performance. 

Partial  Delegation;    See  "Delegation". 
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physician ;    A  doctor  of  medicine  or  osteopathy. 

Physician  Advisor  i    A  physician  who  provides  consultation  to  non-physician  reviewers  on 
~  the  appropriateness,  quality  and/or  necessity  of  an  individual's  admission  to  or 
continued  stay  in  a  hospital. 

Pre-Admission  Certif  Ication:  A  form  of  health  care  review  which  occurs  prior  to  a 
patient's  admission  to  a  hospital  and  consists  of  a  determination  of  the  medical 
necessity  and  appropriateness  of  the  patient's  admission  to  a  hospital  level  of  care. 

Profile:    A  presentation  of  aggregated  data  in  formats  which  display  patterns  of  health 
care  services  over  a  period  of  time. 

Profile  Analysis:    A  form  of  retrospective  review  in  which  aggregated  patient  care  data 
are  subject  to  pattern  analysis. 

PSRO  Hospital  Discharge  Data  Set  (PHDDS) ;    Data  elements  and  definitions,  Including  the 
UHDDS  plu3  some  additional  data  elements,  necessary  for  PSRO  purposes.  Collection 
of  UHDDS  elements  is  required  for  all  Medicare  and  Medicaid  discharges  under  the 
terms  of  a  policy  statement  of  the  Secretary.    The  data  set  includes  person  identifi- 
cation, date  of  birth,  sex,  race,  residence,  hospital  identification,  admission  date 
and  hour,  discharge  date,  identification  of  attending  and  operating  physicians, 
diagnoses,  procedures  and  dates,  disposition  of  patient,  expected  principal  source 
of  payment,  and  certification/extension  status. 

Quarter:    One  of  the  following  three  month  time  periods: 

12:01  a.m.    January  1  to  and  Including  12  midnight  March  31, 

12:01  a.m.    April  1  to  and  including  12  midnight  June  30, 

12:01  a.m.    July  1  to  and  including  12  midnight  September  30,  or 

12:01  a.m.    October  1  to  and  including  12  midnight  December  31. 

Sestudy  of  an  MCE  Study:    The  step  of  a  MCE  study  which  assesses  the  effectiveness  of 
the  corrective  actions  taken  in  correcting  deficiencies  identified  in  the  MCE  study 
by  applying  the  original  criteria  and  standards',  a  subset  of  the  original  or  other 
appropriate  indicators  to  a  sample  of  records.    The  re study  is  not  a  replication 
or  repeat  of  a  MCE  study. 
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Review  Coordinator:    A  member  of  the  staff  of  the  PSRO  or  delegated  hospital  with  one 
or  more  of  the  following  responsibilities:    conducting  concurrent  review,  collecting 
data  for  concurrent  review  or  MCE  studies,  initiating  or  coordinating  with  discharge 
planning,  recording  and  transmitting  review  decisions,  completing  reports  on  review 
decisions,  completing  reports  on  review  activities,  or  acting  as  liaison  with  persons 
and  organizations  participating  in  and  affected  by  the  PSRO  review  system. 
Individuals  with  different  backgrounds  may  perform  Review  Coordinator  duties;  for 
example,  medical  record  librarians,  medical  records  clerks,  medical  corpsmen,  or 
nurses.    In  many  instances  this  person's  primary  responsibility  is  related  to  patient 
care,  and  review  coordinator  duties  are  performed  on  a  part-time  basis.    In  providing 
workload  and  cost  data  on  review  Coordinators,  information  should  be  provided  for 
all  the  time  that  each  person  in  each  facility  in  the  area  spent  performing  Review 
Coordinator  duties,  but  should  exclude  information  on  time  spent  performing  other 
duties. 

Salaried  Personnel  Costs:     (PSRO  cost  report,  BOA  151) .    All  salary  and  wages  paid  to 
employees  of  the  PSRO.    Employees  may  be  full  time  or  part  time,  compensated  by  a 
basic  salary  or  on  some  other  scheduled  basis.    Personnel  working  on  a  consultant 
or  sub-contractual  arrangement  should  not  be  included  in  this  category. 

Standards :    Professionally  developed  expressions  of  the  range  of  acceptable  variation 
from  a  norm  or  criterion. 

Support  Costs:     (PSRO  Cost  Report,  BQA  151) .    Those  costs  which  support  but  do  not 
relate  directly  to  the  performance  of  PSRO  functions. 

Title  V:    That  part  of  the  Social  Security  Act  which  established  the  Maternal  and 
Child  Health  Program  and  Crippled  Children's  Service,  which  provide  health  programs 
for  mothers  and  children. 

Title  XVIII:    That  part  of  the  Social  Security  Act  which  established  the  Medicare 
program  "which  provides  federal  health  insurance  to  the  aged  and  disabled. 

Title  XIX:    That  part  of  the  Social  Security  Act  which  established  the  Medicaid  program, 
which  provides  Federal  and  State  health  benefits  to  those  on  welfare  and,  at  state 
option,  the  medically  needy. 

Uniform  Hospital  Discharge  Data  Set  (UHDDS) :  A  set  of  data  elements  and  definitions 
~ wnrch  caiiS-isc  a  mijiimum  basic  core  of  information  describing  an  episode  of  hospi- 
talization as  defined  in  DHEW  Publication  No.  (HSM)  73-1451,  Series  4,  No.  14,  and 
extended  in  a  policy  statement  approved  by  the  Secretary  of  DHEW  on  June  24,  1074. 
The  UHDDS,  collectx*!  routinely  lor  all  short-term  hospital  discharges,  can  provide 
comparable  data  for  a  variety  of  uses,  such  as  planru-ng,  management  and  research. 
(See  also  " PSRO  Hospital  Discharge  Data  Set") 

Working  Day:    At  least  any  of  the  days  Monday  through  Friday,  or  at  a  minimum  any 
"   five  days  of  each  week  at  the  option  of  the  PSRO  or  hospital,  excluding  holidays 
observed  by  the  PSRO  or  hospital. 
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Appendix  C 


ASSESSMENT  PROTOCOL 

I.  Introduction 

From  a  national  perspective,  the  PSRO  program  is  in  transition  from  a  developmental 
phase  to  one  of  operations  and  performance.  After  several  early  program  years  largely 
devoted  to  organizational  creation  and  establishment  of  basic  medical  care  review  sys- 
tems, the  program  is  entering  into  maturity. 

With  that  maturity  comes  ever-increasing  expectation  and  interest  in  PSRO  performance 
and  impact.  To  assist  in  addressing  those  critical  issues,  the  Health  Standards  and  Quality 
Bureau  (HSQB)  has  designed  a  system  which  will  provide  information  necessary  to  deter- 
mine the  status  and  quality  of  a  project's  performance  through  an  in-depth  look  at  its  im- 
plementation efforts. 

In  November  1976,  a  system  to  assess  the  performance  of  individual  conditional  PSROs 
was  developed  by  the  Division  of  Program  Operations  and  field-tested  at  three  sites.  The 
assessment  methodology  was  revised  to  reflect  the  experience  gained  during  the  field 
tests;  and  in  March  1977,  the  assessment  system  was  initiated.  In  carrying  out  the  assess- 
ments, HSQB  staff  has  been  aided  by  a  contract  with  the  Albert  Einstein  College  of  Med- 
icine. 

II.  Objectives  of  Project  Assessment 

PSRO  performance  assessments  have  two  primary  objectives: 

1.  To  provide  PSROs  with  an  objective  evaluation  of  the  efficiency  and  effectiveness  of 
their  operations  and  their  prospects  for  achieving  the  goals  of  the  PSRO  program, 
and 

2.  To  provide  HSQB  with  an  objective  appraisal  of  the  performance  of  individual 
PSROs  which  can  be  used  to  meet  its  many  program  management  needs. 

HSQB  is  convinced  that  this  combination  of  objectives  will  ultimately  result  in  more  ef- 
fective project  performance  and,  thus,  substantially  enhance  overall  program  impact. 

Assessments  provide  PSROs  with  an  opportunity  to  take  a  comprehensive  look  at  their 
operations.  In  addition,  the  insights  gained  from  persons  involved  in  implementing  the 
PSRO  program  in  other  settings  should  be  helpful  to  the  PSRO  in  planning  for  the  future 
and  in  setting  long  and  short  range  organizational  objectives.  Hopefully,  projects  will 
engage  in  on-going  self-assessment  activities  to  review  the  effectiveness  of  the  structures 
and  processes  they  are  employing. 

III.  Scope  of  the  Assessment 

In  developing  the  assessment  methodology,  HSQB  has  focused  attention  on  establishing  a 
system  which  can  measure  those  aspects  of  performance  which  are  most  critical  for  the 
project  at  its  particular  stage  of  development.  In  looking  at  conditional  PSROs  and  the 
challenges  they  face,  it  appears  that  until  impact  information  becomes  available,  the  man- 
agement of  the  functions  of  the  organization,  as  well  as  the  external  relationships  it  has 
established,  are  the  most  accessible  and  important  indicators  of  performance.  The  assess- 
ments will  look  at  whether  these  activities  of  the  organization  are  promoting  the  ultimate 
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achievement  of  the  goals  of  the  PSRO  program.  In  those  instances  where  PSROs  have 
quantitative  mesaures  of  actual  impact,  these  will  be  examined  in  the  course  of  the  assess- 
ment. In  time,  as  data  systems  become  fully  operational  in  more  projects,  the  emphasis  of 
performance  assessments  will  logically  shift  to  the  impact  which  the  project  has  had  on  the 
health  care  delivery  system  in  its  area. 

IV.  Present  Methodology 

To  analyze  the  management  and  external  relations  of  the  organization,  the  methodology 
involves  a  two-stage  review  of  the  project.  The  first  stage  is  carried  out  several  weeks 
before  the  team's  site  visit  and  includes  an  analysis  of  all  available  documentation  regard- 
ing the  project's  performance.  During  this  first  stage,  the  PSRO  is  visited  by  HSQB  staff 
to  make  the  logistical  arrangements  for  the  assessment  team's  visit  and  to  complete  the 
review  of  available  documentation. 

The  second  stage  takes  place  exclusively  on  site  and  involves  an  examination  of  how  the 
PSRO  operates  on  a  day-to-day  basis  and  how  it  has  translated  its  formal  plans  into  ac- 
tion. Team  members  are  guided  in  their  inquiry  by  provisional  standards  of  performance 
which  have  been  developed  for  all  facets  of  a  project's  activities. 

A.  On-Site  Visit 

Assessment  teams  are  ordinarily  comprised  of  five  individuals,  including  peers  work- 
ing in  other  PSROs  across  the  country,  Federal  officials  involved  in  the  PSRO  pro- 
gram, and  other  persons  knowledgeable  in  the  field  of  quality  assurance.  Three  addi- 
tional individuals  ordinarily  accompany  team  members — a  program  analyst  from  the 
Project  Assessment  Branch  of  HSQB,  who  serves  as  the  "Assessment  Coordina- 
tor," the  HSQB  Project  Officer  who  is  responsible  for  the  "Project  Research,"  and 
a  representative  of  the  Medicaid  State  agency  who  is  invited  to  observe  the  assess- 
ment process. 

The  on-site  visit  lasts  four  days.  On  the  evening  of  the  first  day,  PSRO  officials  and 
senior  staff  present  a  general  overview  of  project  operations  to  the  team.  On  the 
second  and  third  days,  the  areas  of  program  management,  peer  review,  data  manage- 
ment, and  professional/external  relations  are  explored  through  interviews  with  PSRO 
Board,  staff,  and  external  groups. 

Two  or  three  hospitals  under  PSRO  review  are  also  visited  by  team  members  to 
provide  a  focus  for  observation  of  PSRO  relations  with  its  hospitals.  Each  hospital 
visit  includes  discussion  with  appropriate  medical  and  administrative  staff,  review  of 
randomly-selected  cases  handled  under  PSRO  auspices,  and  review  of  MCEs  per- 
formed by  the  hospital. 

In  the  evenings,  the  team  meets  to  exchange  information  on  the  day's  findings.  On 
the  fourth  day,  the  team  meets  with  PSRO  staff  and  Board  in  an  Exit  Conference 
where  findings  are  presented  and  discussed  with  the  PSRO. 

B.  Report  Development 

Following  the  visit,  an  action-oriented  report  is  prepared  for  the  project.  The  report 
is  based  on  information  obtained  both  from  the  analysis  of  source  documents  prior 
to  the  visit  and  from  the  team's  on-site  visit.  The  report  addresses  the  performance 
of  the  whole  organization.  Comments  are  directed  to  both  the  project's  present  per- 
formance and  its  prospects  for  the  future.  If  the  team  concludes  that  changes  in  the 
project's  operations  would  improve  the  organization's  efficiency  or  effectiveness, 
recommendations  to  this  effect  will  be  stated.  If  the  team  finds  that  project  perform- 
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ance  could  be  enhanced  by  clarifications  or  modifications  in  HSQB  policy,  appropri- 
ate recommendations  will  be  included  in  the  report. 

The  PSRO  will  be  given  opportunity  to  comment  on  the  team's  findings  before  the 
report  is  issued  in  final  form.  Once  the  comments  of  the  PSRO  have  been  incorporat- 
ed in  the  report,  the  final  report  will  be  transmitted  to  the  PSRO.  All  final  reports  are 
available  to  the  public  upon  request. 

C.     Follow-Up  Activities 

HSQB  Project  Officers  will  be  responsible  for  follow-up  activities.  Together,  the  Pro- 
ject Officer  and  the  PSRO  will  arrive  at  a  work  plan  and  timetable  for  follow-up  to 
the  team's  recommendations. 

Periodic  monitoring  reports  will  be  forwarded  to  HSQB  Genral  Office  by  the  Project 
Officer.  These  will  be  used  to  ascertain  the  PSRO's  progress  in  implementing  the 
recommendations  of  the  assessment  team  as  well  as  to  determine  the  impact  of  the 
assessment  process  on  PSRO  performance  in  general. 

Assessment  Topics 

I.     Project  Background 

A.  Description  of  PSRO  area 

1.  Demographic  Data 

2.  Health  Care  facilities,  providers  and  recipients 

B.  Program  Development 

1.  Pre-PSRO  review  activities 

2.  Establishment  of  PSRO 

3.  Contract  Awards 

n.   Program  Management 

A.  Governance 

1.  Board  of  Directors 

a.  Composition 

b.  Operations  oversight 

c.  Program  evaluation 

2.  Committees 

a.  Structure 

b.  Membership 

c.  Performance 

3.  Physician  Membership 
a.  Status 

b. Recruitment 
c.  Participation 

B.  Operations 

1.  Planning 

a.  Measurable  objectives 

b.  Development  of  organization/budget/external  relationships  work  plans 

c.  Problem  resolution 

2.  Organization 

a.  Functional  staff  groupings 

b.  Operating  policies 

c.  Support  activities 


3.  Staffing 

a.  Recruitment  efforts 

b.  Staff  training 

c.  sub-contractor  and  consultant  policies 

d.  Personnel  policies,  morale,  turnover 

e.  Accountability 

4.  Direction 

a.  Policy  formulation 

b.  Communications 

c.  Delegation/supervision/coordination 

5.  Control 

a.  Progress  toward  objectives 

b.  Financial  management 

c.  Results  measurement 

HI.  Quality  Assurance  Functions 

Norms  and  Criteria 

1.  Norms 

a.  Planning,  staffing  and  organization 

b.  Implementation 

c.  Monitoring  use  of  norms 

d.  Revisions 

2.  Criteria 

a.  Planning  for  development  and  revision 

b.  Staffing  and  organization 

c.  Monitoring  use  of  criteria 

d.  Revisions 

B.  Concurrent  Review 

1 .  Objectives  and  status 

2.  Concurrent  review  plan  and  modificiations 

3.  Initial  delegation,  implementation  and  review  of  delegation  decisions 

4.  Staffing  and  organization 

5.  Training  and  technical  assistance 

6.  The  functioning  of  concurrent  review 

7.  Monitoring  performance 

8.  Efficiency 

9.  Effectiveness  of  management  of  concurrent  review. 
10.  Impact  of  concurrent  review 

C.  Medical  Care  Evaluation  Studies 

1 .  Objectives  and  status 

2.  MCE  plan  and  modifications 

3.  Initial  delegation,  implementation  and  review  of  delegation  decisions 

4.  Staffing  and  organization 

5.  Training  and  technical  assistance 

6.  The  functioning  of  MCEs 

7.  Monitoring  performance 

8.  Efficiency 

9.  Effectiveness  of  management  of  MCE  activity 
10.  Impact  of  concurrent  review 

D.  Linkages  to  Programs  of  Continuing  Medical  Education 

1.  Objectives  and  status 

2.  Impact 


139 


E.  Profile  Analysis 

1.  Objectives  and  status 

2.  Planning,  organization,  and  staffing 

3.  The  functioning  of  profile  analysis 

4.  Effectiveness  of  profile  analysis 

F.  Long  Term  Care  Review 

1.  Objectives  and  status 

2.  Planning,  organization,  and  staffing 

G.  Ancillary  Services  Review 

1.  Objectives  and  status 

2.  Planning,  organization,  and  staffing 

H.  Health  Care  Practitioners  other  than  Physicians 

1.  Plan  for  involvement 

2.  Implementation  of  plan 

3.  Results 

I.  Sanctions 

IV.  Data  Management 

A.  Developmental  Efforts 

1.  Integration  with  pre-existing  systems 

2.  Development  of  data  plans 

3.  Organization  of  data  function 

B.  Data  Collection  and  Routing 

1 .  Data  elements  collected 

2.  Abstracting  of  medical  records 

3.  Routing  data  from  hospitals  to  processor 

4.  Quality  control  procedures 

5.  Manual  collection  of  data 

C.  Data  Processing 

1 .  Computer  hardware  utilized 

2.  Intermediate  processing  steps 

3.  Development  of  reports 

4.  Actual  outputs 

5.  PSRO  management  of  sub-contract 

D.  Data  Usage 

1.  Distribution  of  reports 

2.  Training  users  of  data 

3.  Program  management 

4.  Development  of  local  criteria,  standards,  and 

5.  Management  of  the  review  process 

6.  Support  of  MCE  studies 

7.  Profile  analysis 

8.  Evaluation  of  project  impact 

E.  Maintenance  of  Confidentiality 

1.  Implementation  of  confidentiality  plans 

2.  Maintenance  procedures 

3.  Security  procedures 

4.  Disclosure  procedures 


V.    Professional/External  Relations 

A.    Overall  Management 

R.     Practitioner  Organizations 

i.  Medical  Society 
I.  Medical  scnools 


3.  Hospital  Medical  Staff 

4.  Health  Care  Practitioners  Other  Than  Physicians 

5.  Advisory  Groups 

C.  Provider  Organizations 

1.  Hospital  Association 

2.  Hospitals 

3.  Nursing  Home  Association 

4.  Hospital  Rate  Commission 

D.  Payment  Agencies 

1.  Title  XVIII 

2.  Title  XIX 

3.  Title  V 

E.  Other  Legislatively  Mandated  Organizations 

1.  HSA 

2.  ESRD  Networks 

3.  Statewide  Council 

4.  Support  Center 

5.  HSQB 

F.  Consumer  Groups 

VI.  Impact  of  PSRO  Review  Activities 

A.  Identification  of  Problem  Areas 

B.  Establishment  of  Impact  Objectives 

C.  Methodology  (or  Strategy)  for  Accomplishing  the  Objectives 

D.  Measurement  of  Results  of  Review  Activities 

E.  Evaluation  of  Results 

F.  Communications  Regarding  Results 

1.  Within  PSRO 

2.  To  area  hospitals 
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TAB  A(2) 


Activities 
Planned  - 
Fiscal  Year 
1978 

on-going 
ana  lysis 
* 

Resources 
Fiscal  Year 
1978 

* 

Computer  and 
programmer 

* 

in-house 
in-house  . 

Timeframe 

Date 

Feb.  16, 

1978 
Mar.   1,  1978 
May  -  Aug. 

1978 
Aug.  1978 
end-Sep . 

1978 

Feb.  17, 

1978 
Mar.  3, 

1978 
May  1978 

July  1978 

May/ June 
1978 

Task 

.draft  proposal 

. final  proposal 
.  analysis 

(data  available  March) 
.preliminary  report 
.  final  report 

(a)  .draft  RFC 
.final  RFC 
.study  begins 

(b)  .request  data  from  in- 

house  computer-2  weeks 
.develop  report  on 
appropriateness  of 
topics-data  collected 
and  analysis  done- 
1  week 

Responsible 
Person/Organization 

Cheryl  Austein, 
DDPA 

Maura  Bluestone 
and 

Joel  Kleirunan 
NCHS 

Jeff  Perlman 
DPR 

Summary 

For  10-15  PSROs,  study  available  FY'76 
and  '77  data  from  PHDDS  to  measure  per- 
formance by  diagnostic  and  procedure 
specific  lengths  of  stay,  certified 
days,  etc.     Look  at  other  data  bases 
(Medicare,  PAS)  to  determine  their 
consistency  with  the  PHDDS.  Also, 
determine  the  possibilities  for  sub- 
sequent trend  analysis  using  combined 
data  sources.  Utilize  PHDDS  and  other 
data  sources  to  do  pre-post  data 
analysis . 

(a)  A  study  of  the  impact  of  MCE 
studies  on  the  quality  of  medical 
care  and  the  cost-benefits  asso- 
ciated with  a  PSRO-MCE  program. 

(b)  .Tabulate  the  number  and  kinds  of 

MCEs; 

.Appropriateness  of  topics  has  been 
evaluated 

Tab  A(2) 

Title  of  Study 

A. 3 

PHDDS  Analysis 

B.  1 

Quality  of  Care 
Changes 
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What  has  been  the  impact  of  PSRO  review  on  utilization? 

•  Several  different  kinds  of  studies  have  shown  that  PSROs  can  be  effective  in  reducing 
utilization.  In  the  OPEL  study,  7  of  the  18  PSROs  studied  showed  positive  impacts  on 
reductions  in  utilization.  In  addition,  self -assessments  by  PSROs  as  well  as  other  stud- 
ies have  also  indicated  positive  impact  from  PSRO  review. 

•  The  attached  matrix  shows  positive  impact  data  from  28  PSROs. 

•  Six  examples  of  findings  of  PSRO  impact  are  listed  below: 

1)  National  Capital  Medical  Foundation  conducted  a  study  revealing  that  PSRO  had 
prompted  a  decrease  in  ALOS  of  one  day  from  1975  to  1976.  During  this  time,  15,- 
000  unnecessary  days  were  denied. 

2)  In  the  San  Francisco  PSRO  ALOS  went  down  .5  days  between  1976  and  1977  for 
Medicare  patients.  8,315  fewer  Medicare  days  were  billed  for. 

3)  The  Bronx  PSRO  conducted  a  study  to  determine  how  they  impacted  on  1976 
ALOS.  Between  17,800  and  28,300  patient  days  were  saved  in  this  year. 

4)  The  New  York  County  Health  Services  Review  Organization  focused  on  Tonsillec- 
tomies and  Addenoidectomies  (T&A)  procedures  in  conducting  an  impact  study. 
They  found  significant  decreases  in  the  number  of  T&As  performed  in  a  hospital 
under  review  relative  to  a  comparable  "non-review"  hospital. 

5)  A  study  conducted  on  the  Sacramento  Foundation  for  Medical  Care  showed  a  de- 
crease of  5.3  percent  in  Medicare  patient  days  per  thousand  enrollees  after  the  first 
year  of  review,  while  the  same  indicator  increased  4.6  percent  in  five  comparison 
areas. 

6)  A  study  of  the  South  Carolina  Medical  Care  Foundation  showed  that  PSRO  review 
prompted  a  reduction  of  Medicaid  ALOS  by  0.9  days. 
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Appendix  F 


Sample  Screening  Criteria  for  Eleven  Surgical  Procedures 


Hiatal  Hernia 

Reasons  for  Procedure  (one  of  the  following) 

1 .  Evidence  of  a  sliding  hiatal  hernia  and  of  esophageal  reflux  that  is 

a —  documented  by  history  of  epigastric  and/or  anterior  chest  pain,  and  any  of  the  following: 

(1)  by  positive  x-ray  demonstrating  hernia  and  reflux, 

(2)  by  endoscopy,  or 

(3)  by  esophagomanometry  and  pH  studies 
and 

b.  proved  intractable  to  intensive  medical  therapy  (antacids,  attempted  weight  loss,  eleva- 
tion of  head  and  chest  at  night,  bland  diet  for  a  minimum  of  four  weeks). 

or 

c.  associated  with  esophageal  stricture  (lumen  11  mm.  or  less  in  diameter. 

2.  Evidence  of  sliding  hiatal  hernia  without  esophageal  reflux  but  with  one  of  the  following: 

a.  documented  evidence  of  gastritis  in  the  hernia  by  endoscopy  not  alleviated  by  intensive 
medical  therapy  or 

b.  documented  evidence  of  occult  G.I.  bleeding  for  which  no  other  cause  can  be  found, 
associated  with  positive  endoscopic  findings. 

3.  Paraesophageal  hernia  proved  by  x-ray,  even  if  asymptomatic. 

Comment: 

Sliding  hiatal  hernia  in  an  asymptomatic  patient  is  not  an  indication  for  surgery. 


These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 


Appendectomy 


Reasons  for  Procedure 

1.  Except  in  children  and  the  elderly,  history  or  epigastric  pain,  followed  by  nausea,  vomiting, 
anorexia  and  shift  of  pain  to  right  lower  quadrant,  plus  any  one  of  the  following: 

a.  right  lower  quadrant  tenderness,  rebound,  or  guarding, 

b.  rectal  temperature  100°  F.  or  above, 

c.  positive  rectal  exam,  demonstrating  tenderness, 

d.  white  blood  count  over  10,000  with  80%  or  more  polymorphonuclears, 

e.  persistence  of  symptoms  for  over  6  hours,  or 

f.  increase  in  symptoms  during  observation. 

2.  In  children  (generally  below  8  years),  acute  abdominal  pain  developing  in  an  individual  pre- 
viously well,  plus  one  of  the  following: 

a.  fever, 

b.  leucocytosis, 

c.  diffuse  abdominal  tenderness,  or 

d.  vomiting. 

3.  In  elderly  patients,  previously  well,  either 

a.  typical  history  of  acute  appendicitis  (epigastric  pain,  followed  by  nausea,  vomiting  and 
shift  of  pain  to  right  lower  quandrant),  or 

b.  localized  right  lower  quandrant  pain  and  tenderness. 

Comment: 

Urinalysis  should  always  be  performed,  as  well  as  pelvic  examination  in  females  past  puberty. 
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These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 


Lumbar  Disc  Excision  for  Reputure  or  Protrusion 


Reasons  for  Procedure  (Criteria  #1,2,  and  3  are  required) 

1.  Sciatic  or  leg  pain  with  evidence  of  disc  disease  by  myelogram  and  neurological  examination 
demonstrating  nerve  root  symptoms  or  signs. 

2.  Symptoms  severe  enough  to  prevent  leading  normal  life  and  to  cause  recurrent  incapacitat- 
ing episodes. 

3.  Symptoms  not  responding  to  nonoperative  treatment. 

If  the  patient  does  not  meet  criteria  1-3,  surgery  can  be  justified  if  one  of  the  following  is  met: 

4.  Chronic  nerve  root  pain  disabling  in  relation  to  patient's  occupation,  even  if  responsive  to 
conservative  management. 

5.  Massive  midline  protrusions,  causing  compression  of  the  cauda  equina  and  resulting  in  mo- 
tor deficit  and/or  impaired  sphincter  control  or  any  of  the  above  symptoms  or  signs. 

6.  Defect  on  myelogram  compatible  with  herniated  disc.  Even  in  the  absence  of  symptoms  or 
signs,  operation  may  be  indicated  to  lessen  the  likelihood  of  arachnoiditis. 

7.  Suspected  rupture  of  disc  in  patient  with  normal  myelogram,  whose  symptoms  are  sciatic 
pain  and  paresthesias;  such  symptoms  must  have  proved  unresponsive  to  an  adequate  trial 
of  conservative  or  nonoperative  therapy.  Symptoms  should  also  be  severe  enough  to  pre- 
vent leading  normal  life  and  to  cause  recurrent  incapacitating  episodes. 


These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 


Tonsillectomy  and/or  Adenoidectomy 


Reasons  for  Procedure 

Tonsillectomy  -  one  of  the  following 

Recurrent  or  chronic  tonsillitis  as  evidenced  by  four  or  more  episodes  of  tonsillitis  in  pre- 
vious year,  either  a)  with  anterior  cervical  adenitis  or  b)  with  associated  positive  cultures  for 
beta  streptococci. 

2.  Peritonsillar  abscess. 

3.  Unilateral  tonsillar  enlargement,  suggesting  neoplasm. 
Adenoidectomy  -  one  of  the  following 

1.  History  of  four  or  more  attacks  of  otitis  media  in  previous  year. 

2.  Audiogram  documenting  conductive  hearing  loss. 

3.  Posterior  nasal  obstruction  severe  enough  to  cause  mouth  breathing. 

4.  Pulmonary  hypertension  secondary  to  upper  airway  obstruction  (cor  pulmonale,  with  car- 
diomegaly,  loud  P2, right  ventricular  hypertrophy  on  EKG,  p  C02>45mm  Hg). 

Comment: 

Tonsillectomy  or  adenoidectomy  may  be  done  separately  or  in  combination. 


These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 


Cataract  Removal 

Reasons  for  Procedure  (one  of  the  following) 

1.  Lens  opacity,  proved  by  slit-lamp  and  opthalmologic  examination,  that  is  with  either  of  the 
following: 

a.  a  decrease  in  visual  acuity  to  20/70  or  less  or 

b.  diminished  visual  acuity  significantly  interfering  with  the  patient's  mode  of  living  or  abili- 
ty to  function. 

2.  Lens  opacity  which  prevents  visualization  of  interior  of  eye  for  other  intraocular  surgery. 

3.  Phacogenic  glaucoma. 

4.  Phacogenic  uveitis. 

Contraindication : 

Presence  of  other  visual  pathology  resulting  in  such  visual  loss  that  no  significant  improvement 
in  vision  could  be  expected  following  cataract  removal. 

Comment: 

Verification  of  visual  acuity  at  time  of  hospital  admission  is  suggeyted  to  local  PSROs. 


These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 
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Meniscectomy 

Reasons  for  Procedure 

1.  Acutely  locked  joint. 
or 

2.  History  of  localized  pain  and  tenderness  with  either  locking,  catching  or  giving  way,  swell- 
ing, limping  gait,  or  weakness,  and  one  or  more  of  the  following: 

a.  positive  physical  exam  (joint  click,  effusion,  atrophy  of  thigh  muscles,  impaired  full  ex- 
tension of  leg), 

b.  disabling  symptoms  not  responding  to  reasonable  nonoperative  treatment  (e.g.,  rest, 
splint,  cast,  traction,  physical  therapy,  crutches,  or  cane),  or 

c.  positive  arthrogram  or  arthroscopy. 
And 

3.  No  other  cause  of  impairment  revealed  by  x-ray  (loose  body,  fracture,  arthritis). 
Comments: 

70%  can  usually  be  diagnosed  without  necessity  for  arthrography  or  arthroscopy. 

Surgery  may  be  indicated  in  some  individuals  for  quality  of  life  and  livelihood  considerations 
such  as  in  athletes  and  in  occupations  such  as  plumbers  and  carpenters. 


These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 
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Cholecystectomy 


Reasons  for  Procedure  (one  of  the  following) 

1.  History  of  a  present  acute  attack  of  right  upper  quadrant  pain  plus  any  one  of  the  following: 

a.  right  upper  quadrant  tenderness  and  spasm, 

b.  obstructive  jaundice,  or 

c.  fever  and  leukocytosis. 

2.  History  of  present  acute  attack  of  obstructive  jaundice  plus  any  one  of  the  following: 

a.  right  upper  quadrant  pain,  either  at  present  or  in  the  past, 

b.  right  upper  quadrant  tenderness  and  spasm,  or 

c.  fever  and/or  leukocytosis. 

3.  History  of  previous  attacks  of  right  upper  quadrant  pain  documented  in  chart,  plus  any  one 
of  the  following: 

a.  positive  x-ray  for  stones, 

b.  non-filling  of  gallbladder  after  double  dose  dye  at  separate  intervals  one  month  apart,  or 

c.  evidence  of  stones  by  sonogram. 

4.  Past  history  of  surgery  for,  or  present  findings  of,  gallstone  obstruction  of  intestine. 

5.  Patient  with  persistent  gaseous  indigestion,  unrelieved  by  diet  or  medical  measures,  suffi- 
cient to  interfere  with  a  normal  pattern  of  life,  associated  with  stone  demonstrated  by  x-ray 
or  sonogram,  or  with  two  positive  cholecystograms  showing  non-filling  at  monthly  intervals, 
and  in  the  absence  of  other  possible  causes  such  as  peptic  ulcer  or  hiatus  hernia. 

6.  Demonstration  of  asymptomatic  tumor  of  gallbladder  by  x-ray. 

Comment: 

An  asymptomatic  patient  with  gallstones  is  not  considered  to  be  a  candidate  for  surgery  with- 
out a  second  opinion. 


These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 
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Dilatation  and  Curettage 


Reasons  for  Procedure  (one  of  the  following) 

1.  to  determine  the  cause  of  abnormal  uterine  bleeding. 

2.  To  make  an  accurate  diagnosis  after  a  positive  Pap  smear,  in  association  with  cervical  coni- 
zation. 

3.  To  aid  in  the  determination  of  the  nature  of  known  or  suspected  pelvic  mass,  in  association 
with  pelvic  examination  under  anesthesia. 

4.  For  abortion  or  for  removal  of  retained  secundines. 

5.  For  dilatation  of  cervical  canal  in  cases  of  hematometrium  or  severe  dysmenorrhea. 

6.  For  removal  of  an  asymptomatic  uterine  polyp  visible  through  the  cervix. 

7.  To  remove  uterine  foreign  body  such  as  an  imbedded  I.U.D. 

8.  For  infertility  studies. 

Comment: 

D  and  C  and  other  endometrial  screening  procedures  should  be  done  if  possible  in  day-care 
surgery  or  ambulatory  settings. 


These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 
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Vaginal  Hysterectomy 


Reasons  for  Procedure  (one  of  the  following) 

1.  Premalignant  lesions  of  the  endometrium,  e.g. 

a.  atypical  hyperplasia  of  uterus  or 

b.  adenomatous  hyperplasia. 

2.  Premalignant  and  malignant  conditions  of  the  uterine  cervix,  e.g. 

a.  dysplasia  or 

b.  carcinoma  in  situ. 

3.  Continued  severe  bleeding  after  several  menstrual  periods  and  two  non-diagnostic  D  and 

C's. 

4.  In  conjunction  with  vaginal  repair  of  cystocele,  rectocele  or  enterocele. 

5.  Uterine  prolapse. 

Comment: 

Sterilization  by  vaginal  hysterectomy  is  acceptable  only  in  the  presence  of  concomitant  uterine 
disease. 


These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 
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Abdominal  Hysterectomy 


Reasons  for  Procedure  (one  of  the  following) 

1.  Malignant  disease  of  cervix,  uterus,  ovaries,  or  Fallopian  tubes. 

2.  Non-malignant  disease  of  the  tubes  and  ovaries  where  the  uterus  is  not  primarily  involved  in 
disease,  but  is  removed  because  of  its  anatomic  proximity  to  diseased  adnexa  or  append- 
ages, such  as  in  chronic  advanced  tubal  infections  or  extensive  endometriosis. 

3.  Removal  of  the  uterus  in  non-gynecologic  pelvic  surgery  where  necessary  to  encompass  dis- 
ease originating  elsewhere,  as  in  uterine  involvement  in  colon  cancer  or  in  abscess  second- 
ary to  diverticulitis. 

4.  Obstetrical  catastrophes,  such  as  uncontrollable  postpartum  bleeding,  uterine  rupture,  un- 
controlled uterine  sepsis  developing  from  septic  abortion,  etc. 

5.  In  the  absence  of  any  of  the  above  indications,  and  in  patients  whose  disease  process  appar- 
ently is  confined  to  the  uterus,  one  of  the  following: 

a.  continued  severe  bleeding  after  several  menstrual  periods  and  two  non-diagnostic  D  and 
C's  or 

b.  fibroids  that  are  either: 

(1)  symptomatic,  e.g.,  causing  bladder  pressure, 

(2)  submucous  with  bleeding, 

(3)  asymptomatic,  but  uterus  and  fibroid  are  12  cm.  or  more  in  diameter, 

(4)  showing  progressive  enlargement,  or 

(5)  failing  to  atrophy  after  menopause. 

Comment: 

Sterilization  by  abdominal  hysterectomy  is  acceptable  only  in  presence  of  concomitant  uterine 
disease. 
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These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 
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Coronary  Arteriography 

Reasons  for  Procedure 

1.  Ischemic  heart  disease,  only  for  patients  who  are  possible  candidates  for  surgical  revascu- 
larization, and  who  do  not  have  other  system  disease  precluding  a  potential  for  rehabilita- 
tion, such  as  disabling  stroke,  severe  emphysema.  Such  possible  candidates  may  inc- 
lude: 

a.  chronic  stable  angina,  inadequately  controlled  by  aggressive  medical  therapy,  and  disa- 
bling to  the  patient. 

b.  unstable  or  accelerating  angina  (defined  as  recurrent,  prolonged,  or  intense  angina,  often 
occurring  without  exertion)  after  a  period  of  at  least  3  weeks  of  medical  therapy  without 
improvement. 

c.  disabling  post-infarction  angina  without  evidence  of  serious  left  ventricular  functional 
impairment  (congestive  heart  failure,  cardiomegaly  or  marked  decrease  in  left  ventricular 
ejection  fraction). 

d.  patients  resuscitated  after  cardiac  arrest. 

e.  patients  after  coronary  bypass  surgery  who  experience  return  of  symptoms  such  as  an- 
gina or  congestive  failure. 

f.  chest  pain  of  uncertain  origin,  after  adequate  evaluation  (to  include  history,  physical,  x- 
ray,  EKG,  and  stress  testing)  has  failed  to  provide  a  positive  diagnosis  other  than  possi- 
ble coronary  disease. 

2.  Diagnostic  uncertainty  in  unusual  occupations  involving  public  safety,  such  as  airline  pilots 
and  drivers  of  public  transportation. 

3.  Valvular  heart  disease  prior  to  surgery  when  knowledge  of  coronary  anatomy  is  important. 

Comment: 

In  general,  coronary  arteriography  is  not  felt  to  be  justified: 

1.  To  evaluate  prognosis  in  patients  who  will  not  be  candidates  for  surgical  revascularization, 

2.  in  new  cases  of  uncomplicated  angina, 

3.  in  asymptomatic  patients  with  positive  stress  electrocardiogram. 


These  sample  criteria  are  for  screening  patient  care  for  subsequent 
physician  review  only  and  do  not  constitute  standards  of  care. 
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